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The relationship between intestinal disorders and eczema has been 
the subject of much controversy among dermatologists. Eczemas 
associated with certain metabolic causes, to wit, “diabetic eczema,’ were 
recognized long ago, and more recently those associated with low sugar 
tolerance, have been recognized, as pointed out by McGlasson' and 
Ayers * in the United States and Campbell * in Canada. The work of 
Bloch * and others on the factor of external irritation has tended to 
swing the pendulum too far away from internal causes. The undoubted 
cases of eczema reported by Wise and Ramirez * and by others showed 
definitely that eczema, particularly chronic, itchy, lichenified types, 
could be due to a food sensitization in an allergic person. Intestinal 
toxins as possible causes have been given variable consideration in text- 
books on dermatology. Stelwagon and Gaskill say: 

Digestive debility, dyspepsia, and its frequent accompaniment, constipation, 
must also be given a high place in discussing the causes of this disease—in fact, 


in my experience, stand first in importance. 


Pusey says: 

It is a frequent observation that patients with eczema are not in a vigorous 
condition of health. . . . Of the definite disturbances of health, disturbances 

*From the Dermatological Clinic of Prof. G. Gordon Campbell, Montreal 
General Hospital. 

* Read at a meeting of the Canadian Dermatological Association, Toronto, 
May 7, 1927. 
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5. Wise, Fred and Ramirez, Maximilian A.: Protein Sensitization in Pruri- 
tus with Lichenification, Arch. Dermat. & Syph. 11:751 (June) 1925. 






















OF DERMATOLOGY AND SYPHILOLOGY 





132 





ARCHIVES 





of digestion with the consequent intoxication from the intestinal tract are 
most frequently active. . . . The most frequent condition, however, is that 
of intestinal atony with the consequent constipation and intestinal fermentation 







Sequeira states: 






Auto-intoxication is probably an important cause. . . . Constipation and 
other alimentary canal troubles tending to the formation and absorption of 
toxic bodies in the bowel often coexist with eczema. 











Schamberg endorses the view that intestinal toxins may be an 
etiologic factor in eczema. On the other hand, Highman® noted the 
effect of colonic irrigations in shortening the course of some cases of 






eczema. Again, other authors ascribe to intestinal autointoxication 






little or no consideration in the etiology of this disease. 
Observation on the following case over a period of time has led 







to further investigations of similar cases. 










CASES 





REPORT OF 












Case 1.—Mrs. A. G. McL., aged 55, was first seen in February, 1925, at 
which time she gave a history of recurring attacks of eczema over a period of 
twenty years. In 1922, she had generalized eczema, which gradually subsided 
after some months. In November, 1924, she developed eczema of the face and 
neck, for which she received ultraviolet light and roentgen-ray treatment, which 
apparently exacerbated her condition. In February, 1925, she showed erythe- 
matous eczema of the face with thickening of the eyelids, nose, chin and cheeks. 
The scalp was involved in a weeping, raw eruption, and the arms, lower part 
of the abdomen, thighs and popliteal spaces presented an erythematous scaly eczema. 
At that time it was considered that this was an “external irritant” dermatitis. 
The patient was tested against various extracts of plants in her house, with- 
out definite results. Under treatment with various soothing applications she 
improved, but chronic hyperkeratotic eczema with fissuring persisted about the 
eyes and angles of the nose. In August, 1925, a definite erythema multiforme 
developed, involving the arms, ears and upper part of the back. In October, 
1925, an acute exacerbation occurred, with a lighting up of the process to 
involve the scalp, face, neck, arms, buttocks, thighs and legs. The erup- 
tion was weeping at times, and the itching was intense. She was then admitted 
to the hospital. A general medical examination revealed: Some mitral insuf- 
ficiency; knee reflexes, 3+; blood pressure, 138 systolic and 90 diastolic; 
5,100,000 red blood cells and 7,700 white blood cells; differential cell count, nor- 
mal; basal metabolism + 3; urea nitrogen, 20; creatinine, 1.64; sugar content of 
the blood 0.098; Wassermann reaction, negative. She left the hospital at the 
end of three weeks not much improved. Further extensive skin tests revealed 
a reaction to silk and a slight reaction to wheat. Removal of all contact with 
silk and elimination of wheat from the diet for a period of three weeks, did not 
result in an improvement. An indicanuria test was made, owing to a_ history 

of some constipation and flatulence. This was strongly positive. Under mild 
doses of mercuric chloride and magnesium sulphate the patient improved 
over a period of three weeks, both with regard to the irritation and objective 



















6. Highman, W. J.: Eczema and Dermatitis, Arch. Dermat. & Syph. 11:303 
(March) 1925. 











BURGESS—ENDOGENOUS IRRITANTS 133 


signs, during which time the degree of indicanuria, examined weekly, gradu- 
ally decreased. She then had an exacerbation of the eczema, and the indicanuria 
again became markedly positive. She was given Bacillus acidophilus culture in 
milk, and improved so that in six weeks the condition was practically normal. 
The amount of indicanuria gradually decreased, and at the end of this time there 
was but a slight trace. During the summer of 1926, she remained free from 
eczema with the exception of slight thickening about the angles of the nose, and 
the urine, which was examined monthly, showed slight traces of indican. In 
November, 1926, she had a further lighting up of eczema on the face, and the 
urine again gave a marked reaction for indican. She gradually responded to 
intestinal therapy, and attacks of relatively mild character occurred during the 
winter of 1926-1927. 


This case, observed over a period of two years, would seem to point 
to a definite relationship between intestinal putrefaction and eczema. 


The skin tests, recently done, showed moderate reaction to histamine 


and a positive reaction to cadaverine. 


Case 2.—Mrs. J. W. R., aged 50, presented a chronic itchy, lichenified plaque 
of eczema on the extensor surface of the right forearm and a mildly lichenified 
eczema of the inner sides of the thighs, of three years’ duration. There was a 
history of flatulence and some constipation over the past four years. Indi- 
canuria was moderately positive. Under treatment with small doses of mag- 
nesium sulphate and Bacillus acidophilus culture, the eruption on the thigh 
had completely disappeared and the plaque on the arm had appreciably improved 
at the end of two weeks. The reaction for indican became slight. At the end 
of another three weeks, the lichenified plaque on the arm had disappeared 
entirely, and the urine was completely negative for indican. Bland ointments 
only were used. No skin tests were made. 

Case 3.—Mrs. R. W. W., aged 34, developed an acute itchy, urticaria-like 
eruption, beginning about the angles of the eyes and extending on to the cheeks. 
Successive attacks developed over a period of six months, usually quieting down 
under local soothing applications. No local irritant was found, and skin tests for 
face powder and foods were negative. The patient was not constipated, but a 
moderate indicanuria was found. Intestinal therapy (small doses of salines and 
Bacillus acidophilus culture) caused the eruption to subside. The indican disap- 
peared from the urine. Over a period of one year mild attacks have threatened, 
and these have always been checked by the foregoing intestinal treatment. Skin 
tests were not made. 

Case 4—Mr. J. C. R., aged 28, presented acute erythematous and _ scaly 
eczema of the neck along its lateral and anterior surfaces, of two weeks’ duration. 
He also showed two itchy, excoriated, lichenified plaques on the anterior sur- 
faces of both tibiae (typical neurodermatitis), of two years’ duration. The 
sugar tolerance test was normal. Marked indicanuria was found. Under treat- 
ment with mild salines and Bacillus acidophilus culture and a bland ointment, 
the plaque on the neck had disappeared by the end of two weeks, and in one 
month the plaques on the shins were completely cured. The indican gradually 
disappeared from the urine. Skin tests were not made. 

Case 6.—H. F., aged 10, presented typical flexural eczema with itching of 
the popliteal spaces, of two months’ duration. There was a suggestive history, 
if eczema, asthma and giant urticaria in early childhood. Protein skin tests 
had been negative. Indicanuria was marked. There was no constipation. Under 
intestinal therapy (mild salines and Bacillus acidophilus and the use of a bland 
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ointment, the eruption disappeared in three weeks; at the end of that time, 
tests showed that a slight amount of indican was present. Bland ointments 
alone were used. Skin tests were not made. 

Case 6.—T. R. H., aged 25, in January, 1927, presented a chronic, mildly 
lichenified eczema of the forehead, scalp and antecubital fossae. There was a 
history of hay-fever with sensitiveness to ragweed and recurrent attacks of 
eczema since childhood. The patient was not constipated, but indicanuria was 
marked, and the etheral sulphates increased. Under treatment with bland 
ointments and intestinal therapy (mild salines and Bacillus acidophilus), the 
eczema subsided in four weeks, and the degree of indican gradually became less, 
so that it became slight by the end of this time. Skin tests were not made. 

Case 7.—Mrs. E. C. C., aged 40, had had a constant pruritis ani for twenty 
years, and it had gradually increased during the past four years. The skin 
was slightly thickened in the anal fold. She gave a history of slight constipa 
tion and rectal irritation after bowel movements. Indicanuria was marked. 
Under intestinal therapy and occasional local ultraviolet radiations, the irrita- 
tion subsided in two months, which was coincident with negative indican tests. 
Skin tests were negative. 

I use Bassler’s* modification of Jaffe’s indican test, in which the 
reagents used are exactly measured, so that one is able to make rough, 
comparative estimates of degrees of indicanuria. The test serves to 
show the presence of the blue and red varieties of indican and also 
the presence of urorosein, which, according to Herter and Bassler, is 
also an important guide as to the presence of putrefaction in the 
intestine. Waves or floods of indican would appear to occur; so that, 
at times, one finds a discrepancy in results in the course of comparative 
estimates of the degree of indicanuria in some of these cases of eczema 
in which improvement occurs. Records of consecutive indicanuria 
tests taken over a period of time, most of them in cases of eczema, 
showed that 72 tests, indicanuria was marked or moderate, as com- 
pared to 112 in which it was slight or absent. 

These reported cases are types of a series that have responded in 
such a manner as to indicate a causative relationship between the 
products of intestinal putrefaction and eczema. The indicanuria test 
shows that certain putrefactive products are being formed, are 
absorbed and are execreted in the urime as indoxyl sulphate. Unfortun- 
ately, it does not show more than that, nor does it convey any informa: 
tion as to other possible products that may be formed and absorbed 


from a putrefactive process in the intestine; hence one can only infer, 


in the presence of a positive indicanuria and the association of eczema 
with no definite “external irritant” or other metabolic causation (food 
sensitization or lowered sugar tolerance), that certain toxins or meta 
bolic end-products may be the causative agents. 


7. Bassler, Anthony: Disease of the Stomach and Upper Alimentary Tract, 
Philadelphia, F. G. Davis Co., 1922. 
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RELATION OF ECZEMA TO INTESTINAL DISTURBANCES 

When it was found in a series of cases that, from the clinical stand- 
point, intestinal disturbances would seem to be closely allied to eczema 
in an etiologic sense, the question arose as to the mechanism of the 
relationship: whether metabolic end-products or toxins were responsible 
for the basic hypersensitiveness of the eczematous or allergic person, 
or whether these substances acted as exciting or sensitizing agents, as 
do higher proteins in certain allergic persons in asthma and eczema. 
With this idea in mind, certain obtainable intestinal end-products and 
putrefactive bodies were tested in a series of eczematous and normal 
people. 

Toxins formed in the bowel may, according to Bassler, be of four 
types: (1) products of disintegration of foodstuffs by the digestive 
juices; (2) products of disintegration of foodstuffs by intestinal 
bacteria; (3) ectotoxin discharged by intestinal bacteria and (4) toxins 
formed from the dead bodies of bacteria. Albuminous putrefaction 
occurs mainly in the large intestine, but in extreme cases in the lower 
part of the small intestine (Bassler). 


The following substances were used.* 


MONO-AMINO MONOCARBOXYLIC ACIDS 
. Glycocoll or glycine \mino-acetic acid 
De re .........Amino-propionic acid 
| re \mino-isocaproic acid 


MONO-AMINO DI-CARBOXYLIC ACID 
; Alpha aminosuccinic acid 
NE OUI 2 kk Ss EK ocd as Sas ... Amino-glutaric acid 


DI-AMINO MONOCARBOXYLI( 
Arginine ...... Alpha aminoguanidine valerianic acid 
Lysine .. iy Ne ee oe .. Alpha-epsilon-diaminocaproic acid 


Pligtamitie,........% = Beta imidazolylethylamine 


A decomposition product of histidine. 
). Tyramine p-hydroxyphenylethylamine 


A bacterial decomposition product of tyrosine. 
. Choline Trimethylhydroxyethyl-ammonium hydroxide 
A constituent of lecithin—found in egg yolk, nervous tissue, seeds of plants 
and in bile. 
Putrescine 
A basic body produced by anaerobic bacterial decomposition of amino-acids, 
derived from ornithin. 
. Cadaverine 
A basic body produced by anaerobic bacterial decomposition by amino-acids, 
derived from lysine. 
8. Plimmer, B. H. A.: Chemical Constitution of the Proteins. Part. 1. 
\nalysis. Monographs on Biochemistry, ed. 3, New York, Longmans, Green & 
Co., 1918. 
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13. Ethylenediamine 
A basic body produced by anaerobic bacterial decomposition of amino-acids. 
Phenylethylamine—derived from phenylalanine 

15. Methylamine 


These substances may be classified into two divisions. Group 1: 
glycocoll, alanine, leucine, aspartic acid, glutamic acid, arginine and 
lysine are amino-acids, which are bricks or foundation stones in the 
structure of nearly all proteins. Proteins are completely converted into 
their constituent parts (amino-acids) in the alimentary tract of animals. 
In this form they reach the blood stream and circulate to the various 
organs of the body.* The main digestion of proteins takes place in the 
small intestine. It is now generally held that the main digestion proceeds 
to the formation of products in the form of abiuret and comparatively 
simple nonamino-acids and diamino-acids, and that these are partly 
oxidized to form urea, and thus excreted and partly utilized in 
building cell proteins.” Group 2: histamine, tyramine, choline, ethylene- 
diamine, phenylethylamine, putrescine, and methylamine cadaverine are 
ptomaine bases which may be formed in the intestine as a result of 
bacterial action on the products of protein digestion. Thus, tyramine is 
derived from tyrosine, putrescine from ornithin and cadaverine from 
lysine. These substances have been found in feces. 

In connection with the absorption of amino-acids, the observations 
of Glaessner '’ in 1907 (quoted by Cathcart) are of interest. He 
determined first the amount of amino-acids that could be dealt with by 
the normal tissues (liver?) and found that 25 Gm. alanine, 25 Gm. of 


aspartic acid, 25 Gm. of glycine and 20 Gm. of leucine could be absorbed, 


the nitrogen of the amino-acids appearing as urea. He then tested the 
tissues under different conditions, and found that in certain pathologic 
conditions of the liver (fatty, cirrhotic and syphilitic) there was a 
marked rise in the output of amino-acids unchanged with urine— 
amounting at times to from 40 to 90 per cent of amino-acids given. 
By analogy with these observations, the products in group 2 probably 
are dealt with in the economy of the individual, and, providing they 
are not oxidized, they may well remain in the blood stream and_ be 
carried to the different organs and to the skin. 

These substances were made up in 1 : 1,000 aqueous dilutions. | 
used the scratch method for producing a mild scarification, applied a 
drop or two of the solution and renewed it during the first half hour 
whenever drying had occurred. In the case of histamine, a wheal 

9. Catheart, E. P.: Physiology of Protein Metabolism (Monographs on 
Biochemistry). New Edition. New York, Longmans, Green & Co., 1921. 

10. Glaessner: Functionell Prufung der normalen und Pathologischen Leber, 
Ztschr. i. exper. Path. u. Therap. 4:338, 1907. 
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invariably was produced in 5 minutes (one negative observation), as 
pointed out by Eppinger and Guttman. Wheals did not develop in 
the case of the other substances, when positive, until from twenty to 
thirty minutes had passed. Budding occurred in practically all the 
positive cases, but it may be noted that occasionally reactions to hista- 
mine did not show budding. The reaction to this substance varied 
from a mild to an intense reaction. These substances apparently 
oxidize after varying periods of time when made up in solution. This 











| o— 





Reactions in case 10 after half hour. J, indicates the control scratch; 2, the 
histamine reaction (receding) ; 3, the cadaverine reaction, and 4, the putrescine 


reaction. The other scratches are from tests carried out on a previous date. 


has been particularly noted with regard to tyramine, choline, and 
phenylethylamine. These solutions, therefore, have been made up fresh 
at intervals of every three weeks. 

f the 109 consecutive eczematous cases tested, eighteen patients, or 
16.6 per cent, have shown positive reactions to one or more of these 
substances. Of the eighteen patients, eleven have reacted to but one 
substance, and seven to more than one irritant. Further, of twenty- 
eight positive reactions in the eighteen cases, twenty-three have been 


to products of intestinal putrefaction and but five to the amino-acids 
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Positive Reactions 


DERMATOLOGY 


AND 


SYPHILOLOGY 


Obtained from Sensitivity Tests to the Products 


of Intestinal Putrefaction and Amino-Acids 


Complaint 


Eezema of hands 


Erythematous eezema of face 


Pruritus ani with lichenifica- 
tion 

Generalized eezema (ease re- 
corded no. 1) 

Erythematosquamous eczema 
of dorsum; right foot with 
lichenification 

Eezema of face and hand.... 

Dysidrotie eczema of hands 
becoming pustular, followed 
by chronie eezematization 

Dysidrotic eezema of hands: 
second attack 

Recurrent itchy eczema of 
face; marked constipation 


Itchy eezematous plaque right 
wrist: duration 2 months 


Itchy eezematous plaque on 


ankles 


Kezema of hands 


Eezema of hands 


Eezema of hands 


Eezema of arms and impetig- 
inized eczema of face, pediec- 
ulosis eapitis 

Impetiginized 
plaque on 
body 

Generalized 


in 
and 


eczema 
arms, face 


pruritus 


of dorsum or foot 


lichenification 


Kezema 
with 


Generalized pruritus (no ob- 
jective signs) 


Urticaria in a diabetic 


Urticaria over two months’ 


period 


Giant urticaria over past two 


months 


* In this table, indicates 


Age 


Sex* Reaction to 


15 g Tyramine 


Arginine 


Tyramine, 
choline 


Cadaverine 


Choline 


Cadaverine 


Aspartie acid 


Tyramine 


Ethylenediamine, 
giyeocoll, 
putrescine, 
cadaverine, 
arginine 
Putrescine, 
cadaverine 
(photo) 


Putrescine, 
cadaverine 


Putrescine, 
cadavarine 


Cadaverine 
Cadaverine 
Cadaverine 
Putrescine, 
cadaverine 


Phenylethylam- 
ine, putrescine 


Ethylenediamine, 
lysine 


Phenylethylam- 
ine, choline 


Putrescine, 
cadaverine, 
alanine 


Putrescine, 
cadaverine, 
glycocoll 
Putrescine, 
cadavarine, 
alanine 


Tyramine 


Tyramine 


male; female. 


Remarks 


lowered sugar 
under dietary 


with 
cured 


Associated 
tolerance; 
restrictions 

No apparent association between 
arginine sensitiveness and ee- 
zema; under observation but 
a short time 

Has not been observed since 
instituting intestinal therapy 


Further observations not made 
No subsequent observation 
Cleared up under local therapy 


Cleared up under Joeal therapy 


Has been free for a short period 
under czthartics 


for syphilis three years 
no previous attack 


Treated 
ago: 


Cleared up under intestinal ther 
apy 


Under treatment 


Not subsequently observed 

Total duration two no 
local irritant found 

No further notes 


years; 


Further observations not made 


Cleared up under eatharties 


Urticaria three months previously 


Improved under intestinal ther 


apy 


intes 
restric 


Improved slightly under 
tinal therapy; dietary 
tions not observed 


No further observations 


Under therapy 
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Four cases of urticaria, of no suggestive causation, were tested. 
Three of these patients gave positive reactions to substances of both 


groups, as the table indicates. Two patients with generalized pruritus 


without external symptoms reacted to products of intestinal putrefaction. 

Of the noneczematous cases, 102 were tested; these included 
surgical, medical and skin cases (psoriasis, scabies and other skin 
diseases). In two of the cases, or 2 per cent, the reactions were positive. 
Included in this group were four patients with lichen planus and three 
with erythema multiforme, who gave no reactions. 

(Of 211 cases tested, every patient save one gave a reaction to hista- 
mine. This was the case of a medical patient, aged 58, who showed 
marked anemia. The test was negative on two occasions. 


COM MENT 


It would seem, then, that on the basis of clinical observations and 
sensitivity tests against various amino-acids and ptomaine bases, eczema 
is probably caused by intestinal toxins. A history of some disturbance 
may frequently be elicited. Constipation may or may not be present, 
but a history of flatulence or of mild attacks of indigestion would merit 
investigation. The indicanuria test gives some indication, but is only 
a rough guide. Urticaria-like eczemas, starting about the eyes and 
extending on to the face, of frequent recurrence, and chronic lichenified 
patches are two types not infrequently associated with intestinal causes. 

The mechanism of the action of these intestinal irritants would 
seem to be that of a sensitizing agent in the presence of an allergic 
disposition. The substances tested here are but a few of the possible 
toxic bodies found in the intestines. It is likely that these bodies may 
be frequently found in small amounts in the intestinal contents, but 
when putrefaction exists to any degree, considerable amounts of these 
toxins are probably formed. It would then seem necessary that a minor 
lessening of the defense forces of the body (liver) should be present 
to allow them to circulate unoxidized in the blood stream. The ability 
of these substances to cause reactions in the skin would then depend 
on the basic hypersensitiveness of the eczematous person to that par- 
ticular irritant. General nervousness is a frequent accompaniment in 
cases of eczema of endogenous origin. It would seem, also, to result 
from the toxic action of these putrefactive products. 

Treatment on the whole is only fair. Some patients respond quickly 
and well; in others, the results are disappointing. Even in_ the 
absence of constipation, small doses of salines are useful. Bacillus 
acidophilus in milk would appear to be the most effective of intestinal 
alteratives, as indicated by clinical observations and by indicanuria 
tests. Mercury with chalk, mild meicurous chloride and sulphonated 
bitumen, N.F., have also been used with some value. Sodium thiosul- 
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phate by mouth has not been observed to give any good result in a 
number of cases. Colonic irrigations have not been used. 


SUMMARY 

1. Some cases of eczema associated with intestinal putrefaction and 
the probable formation of intestinal toxins are recorded. 

2. Of 109 consecutive cases of eczema tested for a sensitivity skin 
reaction to various intestinal substances, eighteen patients, or 16.6 per 
cent, gave positive reactions to one or more irritants. Of these, the vast 
majority of reactions were due to toxins produced by bacterial action 
on food products, while a few positive reactions were caused by amino- 
acids normally occurring in the intestine in the process of digestion. 

3. Of 102 noneczematous patients tested, two, or 2 per cent, 
showed positive reactions to intestinal toxins. 

4. Two patients with generalized pruritus gave positive reactions to 
intestinal irritants and amino-acids. 

5. Of four cases of urticaria tested, three patients gave positive 
reactions to these toxic bodies and also to basic amino-acids. 

6. This study would seem to show that eczema is essentially an 
allergic reaction; that while eczema may result from “external irritant”’ 
causes, endogenous irritants which may be formed in the intestines as 
a result of bacterial decomposition are also capable of acting as skin 
irritants in the presence of an allergic disposition. It may further be 
noted that certain normal end-products (amino-acids) in the digestion 


of proteins give a definite cutaneous reaction in a small percentage of 


cases. 


604 Medical Arts Building, Montreal. 





PROGRESSIVE PIGMENTARY DERMATOSIS 
(SCHAMBERG) 


WITH REVIEW OF LITERATURE, REPORT OF TWO CASES AND 
COMPARISON WITH ANGIOMA SERPIGINOSUM AND 
PURPURA ANNULARIS TELANGIECTODES * 


H. J. TEMPLETON, M.D. 


OAKLAND, CALIF. 


In 1901, under the title “A Peculiar Progressive Pigmentary Dis- 
ease of the Skin,”’ Schamberg first described the dermatosis which now 
bears his name. His description was so vivid and complete that later 
contributors have added but little to it. His article was illustrated with 
a clinical photograph and a photomicrograph showing the microscopic 
changes. 

The cases reported herein are the third and fourth reported in 
America and the fifteenth and sixteenth in the world’s literature. This 
would indicate that the condition is rare, overlooked or not deemed 
worthy of report. 

CLINICAL DESCRIPTION 


Little can be added to Schamberg’s original description. 


a disease which begins as pinhead, reddish puncta or dots, forming 
irregular patches, which slowly extend by the formation of new lesions upon 
the periphery. The puncta, in the course of time, disappear leaving a brownish- 
yellow or reddish-brown pigmentation, which slowly fades. The process is so 
slow upon some regions . . . that patches may remain practically unchanged 
for several years. The disease involves distant areas of the integument 
The disease is progressive, a constant spread having taken place during almost 
five years. Spontaneous involution occurs in the oldest areas, and it would seem 
from present appearances that a complete restoration to the normal condition 
of the skin may in time take place. There is entire absence of subjective symp- 
toms. The patches were not elevated, of a diffuse, reddish-brown color and 
covered with a shining epidermis showing an exaggeration of the natural furrows 
of the skin. 

The border of the patch is made up of pin point, to pinhead sized reddish 
puncta, closely resembling grains of cayenne pepper, although perhaps of a slightly 
darker tint. They have somewhat of a telangiectatic appearance. 


McCafferty’s case showed areas of atrophy among the pigmented 


patches. Adamson also mentions this atrophy. Exaggeration of the 
normal furrows of the skin of the affected areas has been described. 


* From the Dermatologic Clinic at the University of California Infirmary. 
* Read April 26, 1927, at the meeting of the section on Dermatology and 
Syphilology of the California State Medical Society. 
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TEMPLETON—PIGMENTARY 


DIFFERENTIAL 


DIAGNOSIS 


DERMATOSIS 


Since Schamberg’s original description, this condition has been gen- 


erally thought to be a distinct clinical entity. Whitfield, however, thought 


that the condition in his case reported in 1914 and angioma serpigi- 


nosum were varieties of the same disease. 


Angioma serpiginosum and 


purpura annularis telangiectodes ( Majocchi) should be considered in 


making a differential diagnosis. 


Age of On- 


set 
ere 


Location... 


Prodromal 
symptoms 

Primary 
lesion 


Method of 
evolution 
and de- 
scrip- 
tion 


Duration 


Subjective 
Symptoms 


Progressive Pigmentary 
Dermatosis 


Ss } 2 Serer re 


All males, one exception 


Bilateral or unilateral, 
legs or arm 


Absent 


Reddish-brown punctate 
macule, no papular ele- 
ment or infiltration 
Initial lesion becomes 
larger, enlarging lesions 
fuse to form pigmented 
patches, new jJesions 
form around patch from 
new punctate macules 
Natural furrows of skin 
exaggerated 

No annular lesions........ 


No purpuriec element 


a constant 
fea- 


Pigmentation 
and characteristic 
ture 

Atrophy may occur, no 
involvement of follicles 
with atrophy of hair and 
alopecia 


5 CO SD FORTS. 00.00 00sec 


Absent 


TasBLe 2.—Differential Diagnosis 


Angioma 
Serpiginosum 


Generally infaney or early 
adult life 


Both sexes 

Has been seen on practi- 
eally all parts of body, 
usually bilateral 

Absent 


red 
ele- 


Tiny deep or livid 

angiomas, papular 

ment often noticeable 
Angiomas’ enlarge _ peri- 
pherally, clear in center 
with some atrophy in 
center and form ringed 
lesions, new angiomas 
appear elsewhere and go 
through same process 


Annular lesions present... 


No purpurie element 
Some pigmentation 
Atrophy may occur, no 
involvement of follicles 
with atrophy of hair and 
alopecia 

Lesions constant 


Many years 


Absent 


But after observation of typical exam- 


Purpura Annularis 
Telangiectodes 


All ages, most common in 
late adolescence and early 
adult life 

Both sexes, but more 
quently in males 
Legs generally; first lesion 
practically always on in- 
step; has been seen on all 
parts of body; always 
bilateral 

Rheumatie prodromal 
symptoms frequent 
Telangiectatic rose colored 
macules; smooth, no infil- 
tration 

Telangiectatiec macules de- 
velop into purpuric areas, 
these clear in _ center, 
spread peripherally form- 
ing rings; they disappear 
with pigmentation, atro- 
phy resulting 


fre- 


always 
eharae- 


lesions 
and very 


Annular 
present 
teristic 
Purpura always _ present 
and very characteristic 
Pigmentation occurs late 


skin and of 
frequently 
loss of hair 


Atrophy of 
hair follicles 
occurs, with 
and achromia 
Lesions may 
and recur 
Relatively short period, 
from several months to a 
vear 

Mild pruritus and _ pain 
more or less constant and 
characteristic 


retrogress 





ples of Majocchi’s disease and after study of McKee’s detailed descrip- 


tion of the same and Wise’s excellent article in regard to angioma 


serpiginosum, it seems to me that there is no relationship between the 


three processes. 


Schamberg’s disease is a chronic process characterized by patches of 


pigment formation which spread peripherally by means of new satellite 


puncta. 


There are no annular lesions or purpuric element. 


Purpura 


annularis telangiectodes, on the other hand, is a relatively acute, limited 


process, which always shows both annular lesions and purpura. 


Purpura 
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annularis telangiectodes is always bilateral, while Schamberg’s disease 
may be either unilateral or bilateral. Moreover, purpura annularis 
telangiectodes is often associated with prodromal rheumatoid symptoms 
which are not found in Schamberg’s disease. 

The absence of annular lesions also serves to differentiate Scham- 
berg’s disease from angioma serpiginosum, as the latter always shows 
some annular or crescentic lesions, although not to the marked degree 


seen in Majocchi’s disease. The primary lesion of angioma serpigino- 


TABLE 4.—Comparison of Microscopic Changes of the Three Diseases 


Majocchi's 


Angioma 
Disease 


Schamberg’s 
Serpiginosum 


Disease 
Very little 
few migratory 
morphonuclears in 
mucosum; rete 
may be obliterated 


in epidermis of 
interest, some- 
times normal, some- 
times thinned with rete 
pegs lost 


Changes 


Grave changes in epider- 
minor 


mis; severe intercellular 
and intracellular edema, 
parakeratosis, basal 
layer disorganized and 
destroyed, epidermis 
compressed and mark- 
edly reduced in thickness 
Moderate perivascular 


change; a 
poly- 

rete 
pegs 


Epidermis..... 


Cireumscribed round cell Main feature is oblitera- 


Hypoderm.... 


Appendages... 


Characteristic 
microseopie 
feature 


infiltration of subpapil- 
lary layer with some 
tendency to localize 
around = sweat duets; 
proliferative endarter- 
itis and eapillary for- 
mation in some areas; 
intercellular and intra- 
eellular iron pigment in 
same areas 


Pigment granules present 
and characteristic 
Elastica reduced 


Normal 


Cellular exudate’ tends 
to occur around sweat 
ducts 


pigment 
cell 


Iron-bearing 
granules in 
trate 


infil- 


lymphoeytie infiltrate in 
subpapillary layer with 
swelling and _ prolifera 
tion of endothelial layer 
of the vessels, prolifera- 
tion of capillaries 


No pigment granules seen 


Elastica normal, collagen 
shows certain amount 
of degeneration 


Grave changes in epider- 


mis 


ting endarteritis, vessels 
ectased and increased in 
numbers, capillaries sur- 
rounded by round cell 
infiltrate, ectased vessels 
engorged with blood and 
enormously dilated, di- 
apedesis of red cells and 
free hemorrhage, some 
edema, many hemor- 
rhagie foci noted 

No pigment granules seen 


Elastica reduced and may 
be lost in infiltrated 
areas 

Changes in veins and ar- 
teries very noticeable in 
hypoderm, areas of 
hemorrhage seen 
Follieles may 
atrophy and disappear; 
degenerative changes in 
coil and sebaceous glands 
and nonstriated muscles 
Dilatation and rupture of 
capillaries with free hem- 
orrhage 


undergo 


sum is a tiny angioma with a papular tendency, while that of Schamberg’s 
disease is a brownish macule without any papular element. Schamberg’s 
disease always occurs in the male, while angioma serpiginosum occurs 
in both sexes. 
MICROSCOPIC CHANGES 

If after studying this disease from the clinical standpoint any ques- 
tion as to a relationship between it and purpura annularis telangiectodes 
or angioma serpiginosum should remain in one’s mind, a study of the 
microscopic changes of each should show quickly that they are widely 


different processes. 
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Table 4 shows that each disease has at least one feature characteristic 
of it alone. Thus, Schamberg’s disease is distinguished by formations 
of iron-bearing pigment granules (fig. 3); angioma serpiginosum, by 
grave epidermal changes and Majocchi’s disease by dilatation and rup- 


ture of the capillaries with free hemorrhage. 














Fig. 1 (author’s case).—The central scab is that of the biopsy wound. Note 
satellite puncta and absence of annular lesions. 


In a consideration of the microscopic differential diagnosis, mention 
should be made of that type of angioma serpiginosum studied micro- 
scopically by Roberts,’ in which the process was that of a capillary 
hemangioma. This differs histologically so radically from Wise’s case 
of angioma serpiginosum and Schamberg’s disease as to make the 


differential diagnosis (microscopic) very easy. 


1. Roberts: Brit. J. Dermat. 60:180, 1897, 
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The microscopic picture of Schamberg’s disease is not such that one 
can diagnose the disease by the microscope alone. It is not pathogno- 
monic, as is the microscopic change in lichen planus, but it is so distinctly 
different from the microscopic changes in angioma serpiginosum and in 


purpura annularis telangiectodes, the two processes which might be 


confused clinically with Schamberg’s disease, that it affords a means of 
making an exact differentiation in doubtful cases. 














Fig. 2 (author’s case).—Obliteration of the rete pegs and cellular exudate in 


subpapillary layer. 
REPORT OF AUTHOR'S CASES 


Case 1.—History—J. H. H., a white youth, aged 19, who was born in Idaho 
of native parents and raised in California, came to the dermatologic clinic in the 
University of California Infirmary, on Sept. 8, 1926, complaining of “a brown 
patch on the left thigh.” He said that the condition began about two or three 
years before, spontaneously, without any known injury and without any pro- 
dromal symptoms. A small brownish spot appeared which spread gradually to 
its present size. He could not describe the method of spreading. No similar 
lesions had occurred in any member of his family. The patient had had the 
usual diseases of childhood and also had had a discharging ear for five years. 
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Physical Examination.—Complete examination did not show any abnormalities 
with the exception of a discharging right ear (chronic otitis media) and teeth 
which were in need of dental prophylaxis. 

Dermatologic Examination.—The skin of the whole body with the exception 
of that on the left thigh was normal. On the inner aspect of the left thigh in the 
middle third there was a brownish, mottled patch about 2 inches (5 cm.) in 
diameter (fig. 1). Close inspection showed this brownish patch was composed 
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Fig. 3 (author’s case ).—Iron-bearing pigment granules in the cellular exudate. 


of reddish-brown macules which varied in size from that of a pinhead to that 
of a split pea, and which had coalesced in the central portion to form a solid 
brown sheet. As the periphery was approached, the individual macules became 
more distinct and separated. Surrounding the main patch, in a circle with a 
diameter of about 4 inches (10 cm.), many outlying satellite puncta could be seen. 
Even in these satellite puncta a tendency for adjacent puncta to fuse could be 
noted. The skin was smooth, no papular element or infiltration being present. 
The lesions faded slightly, but did not disappear on pressure. Annular lesions, 


purpuric spots, desquamation or atrophy could not be found. The exaggeration 
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of the normal furrows of the skin, as mentioned in other cases, was noticeable. 
There had never been any subjective symptoms. 

Laboratory Observations—The complement-fixation test for syphilis was 
negative. Examination of the blood showed: urea nitrogen was 12 mg.; glucose, 
83 mg.; uric acid, 1.3 mg. per hundred cubic centimeters. Examination of the 
blood revealed: red blood cells, 4,750,000; white cells, 7,200, consisting of poly- 
morphonuclears, 72 per cent, and lymphocytes, 28 per cent. Urinalysis showed 
that the urine was normal. 








Fig. 4 (author’s case).—Type of cells in the exudate. 


Vicroscopic Examination—A piece of tissue was removed from the center of 
the lesion and was stained with (1) hematoxylin-eosin (fig. 2), (2) Weigert’s 
elastic tissue stain, and (3) potassium ferrocyanide for iron-bearing pigment 
granules (fig. 3). The stratum corneum was normal, with no parakeratosis, and 
the stratum granulosum was normal, with no granulosis. There was little cellular 
change in the rete, but slight intercellular and intracellular edema occurred. The 
rete pegs were almost obliterated. Most of the basal layer was intact, but in a 
few places it showed some tendency to disorganization and edema. Most of the 
edema of the rete occurred over these areas of basal layer disintegration. 

The noteworthy changes were found in the derm. Under low power magnitica- 


tion a zone of cellular infiltration was seen extending throughout nearly the 
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whole length of the section. The denser cellular infiltrate occupied the subpapil- 
lary layer with noticeable, but less marked, cellular infiltration directly under the 
epidermis. Several areas of this subpapillary cellular infiltrate were rather circum- 


scribed, and one at least occurred around a sweat duct, as in Schamberg’s descrip- 
tion. Some of this cellular infiltrate extended downward around the sweat duct 
to the coil glands. Newly formed vessels were not a feature of the process, but 
some of the vessels were partially obliterated. A few of the vessels were dilated. 

The cellular infiltrate (fig. 4) was made up almost entirely of small round 
cells; a few polymorphonuclears were seen. Epithelioid, giant or plasma cells 
did not occur. A number of stellate and fusiform connective tissue cells were 


seen, 


Fig. 5.—Author’s second case of Schamberg’s disease. 


When stained by Weigert’s elastic tissue stain, there was a noticeable diminu- 
tion of the elastic fibers in the papillary and subpapillary layer. 

When stained by the potassium ferrocyanide method to demonstrate iron- 
bearing pigment granules, definite collections of such bluish granules could be 
seen occupying some portions of the section at the site of the cellular infiltrate 
(fig. 3). These were similar to those pictured in Kingery’s article, but were not 
as numerous or as clearly defined. 

Cast 2.—History.—L. J. S., a white man, aged 23, a native of Nevada, came 
to the clinic at the University of California presenting a brownish pigmentation 


of both ankles. The eruption had been present for three years, but the patient 
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could not describe the mode of onset. He was positive, however, that no illness 
or injury preceded or occurred at the time of onset. There was no history of 
exposure to sunshine. The eruption was stationary. 

Physical Examination.—Examination disclosed a brownish pigmentation of 
both ankles (fig. 5). The primary lesions were light to dark brown macules 
varying in size from 1 to 10 mm. Above the internal malleolus of the left leg, 
they had fused to form a solid brown patch. Around this they occurred singly 
in most instances, but showed a tendency to fusion. The macules faded, but 
did not disappear on pressure. They were smooth and nonelevated. There was 


no purpuric element present. Angiomas, scales, annular lesions, atrophy or 








Fig. 6—Author’'s first case (J. H. H.) after two treatments with carbon 
dioxide snow. Scar of biopsy wound still present. Dark ring in the lower left 
of photograph is the fading red patch from last treatment. 


exaggeration of the normal lines of the skin could not be found. The patient 
did not have varicose veins. 

A complete general medical examination did not disclose any abnormalities 
with the exception of a possible sinusitis. The blood pressure was 150 systolic 
and 75 diastolic, and one urinalysis showed a faint trace of albumin (a later 
specimen was normal). 

Laboratory Observations —The results of urinalysis have been given. The 
Wassermann reaction was negative. The blood sugar was 77 mg.; urea nitrogen, 
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18.2 mg.; uric acid, 3.56 mg.; bleeding time, one and one-half minutes ; coagulation 
time, six minutes; red blood cells, 4,970,000; hemoglobin, 90 per cent; leukocytes, 
5,300; polymorphonuclears, 69 per cent, and lymphocytes, 31 per cent. 


TREATMENT 

Previous articles either do not mention treatment for this condition, 
or state that treatment has not been successful. 

It occurred to me that it might be possible to obliterate the pigmented 
patches by means of carbon dioxide snow. I applied large squares of 
this substance to the entire pigmented area for twenty seconds, using 
moderate pressure. The intense reaction so produced subsided in two 
weeks, when a second similar application was made. When the patient 
was seen several months later, most of the skin appeared normal, but 
the snow was again applied to a few isolated puncta. The accompanying 


photograph (fig. 6) shows the improvement obtained. 


CONCLUSIONS 

1. Progressive pigmentary dermatosis (Schamberg) is a distinct 
clinical entity. 

2. It must be differentiated from purpura annularis telangiectodes 
and angioma serpiginosum. This can generally be done on clinical 
grounds. 

3. The microscopic changes, while not absolutely pathognomonic, are 
sufficiently characteristic to differentiate this condition from dermatoses 
that might be confused with it. 

4. Treatment with carbon dioxide snow has produced excellent 
results in one of my cases. Its trial in other cases is suggested. 





GENTIAN VIOLET ON THE ORGAN- 
BLASTOMYCOTIC INFECTION * 


EFFECT OF 
ISM OF 


EVERETT S. SANDERSON, Pu.D. 
AND 


DUDLEY C. SMITH, 


VA. 


M.D. 


CHARLOTTESVILLE, 


The inhibitory effect of gentian violet on gram-positive bacteria,’ 
and 


and the use of this principle in the isolation of pathogenic molds * 
in the treatment in selected cases of infections resulting from these 
organisms, have been emphasized by Churchman and others. More 
recently it has been shown * that a similar inhibition, both in vivo and 
in vitro, is elicited against the thrush fungus. The results herewith 
reported indicate that the selective action of this dye can be extended 
to include the closely related yeastlike crganism of blastomycosis. 

The strain used in these tests was recently isolated from the pus 


It 


positive, and its morphologic and cultural characteristics were similar 


in a fatal case of systemic blastomycosis. fas strongly gram- 


to those described by other writers. Fortunately, it was possible to 
retain this organism in the yeast or budding form for several gener- 


ations, and the tests were made on these. It is to be remembered that 


in the process of the disease this organism 
chiefly by budding. Additional 
similar effect is elicited toward the mycelial 


evidence, 


A 1 per cent alcoholic solution of the 


is considered to reproduce 
however, indicates that a 
stage. 


dye—crystal violet of the 


National Chemical Company—was used as a stock from which several 


dilutions made by using sterile water. Requisite 


amounts of these were added to measured quantities of melted agar, 


convenient were 


and divided plates poured, as adopted by Churchman.’ The organ- 
isms were washed off a slant agar culture so as to make a heavy sus- 
pension. Dilutions up 


to and including 500,000 completely inhibited the growth of this organ- 


The plates were streaked with a large loop. 


ism, and, as compared to the control, there was a marked inhibition 


*From the Department of Pathology and Bacteriology, and the Depart- 
ment of Dermatology and Syphilology, School of Medicine, University of Vir- 


ginia. 

1. Churchman, J. W.: J. Exper. Med. 16:221, 1912. 

2. Farley, D. L.: The Base of Genitan Violet as a Restrainer in the Isola- 
tion of the Pathogenic Molds, Arch. Dermat. & Syph. 2:459 (Oct.) 1920. 
J. W.: J. Exper. Med. 33:569, 1921. Faber, H. K., and 
The Treatment of Thrush with Gentian Violet, J.A.M.A. 85: 
Clark, Esther B.: J. Infect. Dis. 40: 423, 1927. 


3. Churchman, 
Dickey, L. B.: 
900 (Sept. 19) 1925. 





D 


The inhibitory action of gentian violet on the growth of blastomyces. One side 


of each plate contains dye agar, the other has no dye; 4, gentian violet, 1: 10,000 
B, gentian violet, 1: 100,000; C, gentian violet, 1: 500,000; D, gentian violet, 
1: 1,000,000; E, gentian violet, 1: 5,000,000. 
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even at 1: 1,000,000. The growth was also much delayed on this plate. 
When few organisms were used in the inoculum, no growth resulted at 
this latter dilution. Repeated tests gave similar results. 

The high fatality rate in systemic blastomycotic infections indicates 
that the present methods of treatment are ineffective. Moreover, as a 
therapeutic measure, intravenous injections of gentian violet can be 
given every five days in a dosage of 0.005 Gm. per kilogram of body 


weight, this being theoretically equivalent to an approximate in vivo 


dilution of 1:200,000. It would appear, therefore, that the selective 
inhibitory action of gentian violet might be utilized as a rational treat- 
ment of the disease. 

As noted by others for similar strains, we have found that this 
yeast has not shown any pathogenicity for rabbits, mice or guinea-pigs ; 
hence, it has not been possible to determine experimentally the in vivo 
efficacy of the dye. 

In connection with the foregoing experiments, we also noted the 
action of gentian violet on a true yeast isolated from the mouth. The 
results were similar, the growth being more scant at 1: 1,000,000 than 
it was for Blastomyces. Incidentally, this undoubtedly explains the 
negative results of Greenbaum and Klauder* when Farley’s gentian 
violet medium was used to culture yeasts. 


SUMMARY AND CONCLUSIONS 
In vitro experiments with a recently isolated strain of Blastomyces 
have shown that extremely dilute solutions of gentian violet possess a 
marked inhibitory effect on its growth. It is possible that this dye 
may be utilized in the treatment of human beings who have this disease. 
4. Greenbaum, S. S., and Klauder, J. V.: Yeast Infections of the Skin: 


Report of Cases and of Studies on the Cutaneous Yeasts, Arch. Demat. & Syph. 
5:332 (March) 1922. 





COLLOID DEGENERATION OF THE SKIN 
REPORT OF A CASE* 
JOHN H. LABADIE, M.D. 


Instructor in Dermatology and Syphilology, University of Michigan 
Medical School 


ANN ARBOR, MICH. 


Colloid degeneration of the skin, or the so-called colloid milium, 
was first described by Wagner in 1866. Since that time, about twenty 
well authenticated cases have been reported. It is a rare dermatosis of 
unknown etiology, characterized by a hyaline-like degeneration of the 
collagen bundles of the cutis. The lesions almost invariably occur on 
the exposed surfaces, and are either discrete or confluent yellowish 


nodules, from which can be expressed a thick, glary material. Because 
of the rarity of the disease, and as it embodies several unusual features, 
it was thought advisable to add a detailed report of this case to the 
existing literature. 

REPORT OF CASE 


History—A housewife, aged 47, a Russian Jewess, presented herself at the 
Dermatologic Service of the University Hospital, complaining of an eruption on 
the forehead. Because of language difficulty, only a meager history was obtained. 
The family history was essentially negative, except that one brother had died of 
tuberculosis. The marital and past history was uneventful. She stated that the 
lesion on the forehead began fifteen years before, appearing first as an inflammatory 
nodule, at the site of trauma. At that time it was painful. The initial nodule 
almost entirely disappeared, and the present process then developed and persisted. 
For the first ten years the growth was gradual. During the five years before 
admission it showed practically no change. Associated subjective symptoms were 
not present, except occasionally a slight burning and itching sensation locally. 

E.xamination.—The patient was well nourished. A roughly oval patch 2 inches 
by 1 inch (5 by 2.5 cm.) in diameter involved the center of the forehead. The 
lesion was elevated about % inch (0.6 cm.) above the surrounding skin, which 
was somewhat erythematous in color.- The border was sharply demarcated and 
slightly irregular. The surface of the lesion presented numerous confluent, 
saffron yellow, deeply seated nodules of the consistency of soft rubber. Scattered 
among the nodules were many single and grouped comedones, from which could 
be expressed with difficulty the typical comedo plug. Puncture of the yellowish 
nodules yielded only a thick glary material, with no purulent element present. 
The entire process was freely movable, there being no attachment to the under- 
lying structures. Associated tenderness was not present, and the regional lymph 


nodes were not enlarged. 


* Studies and contributions of the Department of Dermatology and Syphilology 
of the University of Michigan Medical School, service of Dr. Udo J. Wile. 














Fig. 1—Location and appearance of the lesion of colloid degeneration of the 
skin. 

















Fig. 2—Low power magnification, showing atrophy of epidermis, edema and 


marked cystic degeneration of sebaceous gland duct. 

















Fig. 3—Low power magnification, showing atrophy of epidermis, colloid 


degeneration of the cutis and cystic dilatation of sebaceous gland. 


Fig. 4—High power magnification, showing colloid degeneration of the cutis. 
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The general physical examination was entirely negative. Reactions to the 
routine laboratory tests were likewise without special significance. Because of 
the localization and the color of the lesion, a possible diagnosis of sarcoid was 
considered. In order to establish definitely the diagnosis, a biopsy was performed, 
the results of which, herein described, are typical of colloid degeneration of 
the skin: 

“The microscopic picture of the section taken from the edge of the lesion and 
including one of the comedones shows marked thinning of the epidermis, the 
stratum corneum reduced to a layer of two to three cell thicknesses and thinning 
of the entire malpighian layer. The inter-papillary tufts are entirely flattened out 
and the basal layer of the epidermis shows as a straight line. The main changes 
are those in the cutis. This shows a marked edema throughout and a complete 
replacement of practically all of the collagen structure down to the subcutaneous 
fat by a homogeneous degenerative colloid-looking material. This occurs as faint 
staining bundles, which are closely packed in the neighborhood of the sebaceous 
glands, but are more loosely distributed throughout the rest of the section. A 
second striking change is the enormous cystic dilatation of the sebaceous glands 
which extends up into the ducts of the glands and can be traced as far as the 
openings in the hair follicles. There is practically no secondary inflammatory 
change present. 

“To sum up, then, the microscopic picture shows a massive colloid degenera- 
tion of the entire cutis, marked dilatation of the sebaceous glands, including the 
ducts of the glands, generalized edema and dilatation of the lymph spaces, 
secondarily complete obliteration of the interpapillary tufts and thinning of the 
epidermis.” 

Treatment.—The diagnosis established, the question of therapy arose. The 
patient was placed on a regimen of increasing doses of solution potassium arsenite 
(Fowler’s solution) internally and roentgen-ray therapy locally. She received a 
total of five and one-quarter erythema doses filtered through 1 millimeter of 
aluminum over a period of four months. The solution potassium arsenite was 
discontinued after two months. 


HISTORICAL REVIEW 

Wagner,' who gave the first careful account of the disease, described 
his patient (according to Hardaway) as a white woman, aged 54, who 
presented herself because of an eruption involving the entire forehead 
and extending downward over the nose and upper cheeks. Her only 


subjective symptoms had been persistent chronic headaches. The 


regions involved were studded with rounded, glossy, yellow projections 
about the size of a millet-seed. The individual lesions were, for the 
most part, discrete. Over the affected areas the skin in places was 
thickened and furrowed. Puncture of one of the papules revealed a 
transparent, pale yellow colloidal substance, globular in shape. Because 
he regarded these as milia with colloidal contents, Wagner gave the 
disease the name of “colloid milium.” 


1. Wagner, in Hardaway: Das Colloid Milium der Haut, Arch. d. Heilk. 
7: 463, 1866. 
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The second case, reported by Besnier °? in 1879, occurred in a healthy 
man, aged 46. He was a forest warden, and he, too, had been subject 
to frequent headaches. The eruption was confined to the upper part 
of the face and was similar in appearance to that in Wagner's case. 
Besnier considered the condition a colloid degeneration of the connective 
tissue of the corium, having its seat in the upper layer beneath the 
papillae. He believed that the remaining pathologic changes were 
induced only indirectly, as a result of pressure. The interpretation of 
the microscopic anatomy in Besnier’s case was furnished by Balzer, 
and since that time little of importance has been added in subsequent 
descriptions. This proved definitely that the collagenous elements of the 
corium were chiefly involved. Further, from the evidence submitted, 
it was thought that the blood vessels were the primary focus, the 
remaining changes being secondary. For these reasons, Besnier con- 
sidered “colloid milium” a misnomer, and he accordingly submitted a 
new name, “colloid degeneration of the corium,” as employed by 
dermatologists today. 

Hardaway,’ in 1884, described a series of five cases, which clinically 
were not identical with the foregoing cases. Furthermore, as a micro- 
scopic examination was not made, these cases cannot be regarded as 
certain examples of the disease. 

In 1885 Feulard * described the third case, appearing in a gardener, 
aged 40. Clinically, it resembled the two earlier cases. The 
microscopic anatomy was found by Balzer to agree in detail with 
Besnier’s case. Here again he showed the prominent role played by the 
blood vessels, the earliest degenerative changes occurring in their walls 
and the bundles of colloid being grouped most numerously in_ their 
vicinity. 

Liveing,® in 1886, described three somewhat similar cases resembling 
xanthoma, and suggested the name “colloid xanthoma.” He thought the 
degenerative process might appear in different dermatoses, i. e., 
“milium,” “xanthoma” or “molluscum contagiosum.” Here, too, a 
microscopic examination was not made, so these cases cannot properly 
be included in this series. 

Phillipson ° described two cases in 1891 which he thought resembled 
“colloid milium.”” Microscopic examination of a papule from the second 


case proved it to be an example of “hydrarenoma of Darier” (syringo- 


cystadenoma of Torok), with subsequent colloidal change. 


Besnier, in Hardaway: Gaz. hebd. 16:645 (Oct. 10) 1879. 
Hardaway: Jf. Cutan. Dis. 2:169 (June) 1884. 
. Feulard and Balzer: Ann. de dermat. et syph. 6:342, 1885. 
. Liveing: Brit. M. J. 1:586 (March) 1886. 
. Phillipson: Brit. J. Dermat. 3:35, 1891. 
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The fourth case was reported by Perrin‘ at the second International 
Dermatological Congress in Vienna, in 1892. It occurred in a woman, 
aged 54, a rag-picker, who was much exposed to the weather. Clinically, 
the lesions resembled those in the preceding cases in all details. Micro- 
scopic examination by Reboul showed essentially the same changes as 
were described at an earlier date by Balzer; in addition, the outskirts 
of the sections presented a granulo-fatty change which he considered 
might be a forerunner of the later colloidal degeneration. 

A specimen from the case reported by G. H. Fox * was examined 
microscopically by Elliot, who found evidence of tuberculosis. This 
diagnosis was subsequently concurred in by the author. 

An undoubted example of “colloid mijium” was presented by C. J. 
White ® in 1902. It occurred in a man, aged 52, who had lived and 
worked much outdoors. He had been subject to recurrent attacks 
of hay-fever for ten years. The lesions developed characteristically, 
were entirely asymptomatic and had been present for six years. In 
this case, for the first time, were described groups of large black 
comedones over the alae nasae with scattered vellow concretions. 
polygonal in shape, filling up the follicular orifices. The microscopic 
observations were identical with those described earlier by Balzer. 
According to the original conception of Unna, as brought out by White. 
the following steps are essential in the formation of colloid: 


1. Normal elastic tissue changes to “elacin,’ which stains more faintly than 
the former. “Elacin” itself never becomes colloid. 

2. The collagen degenerates, and this with “elacin” forms “collastin.” 

3. Later, collagen with “elacin” forms “collacin.” 

4. Lastly, the collagen further degenerates and becomes a homogeneous mass 
known as “colloid.” 


A complete review of the literature with analysis of cases was made 
by M. B. Hartzell '® in 1914. Up to that time only twenty-four cases 
were reported, and in a relatively large number of these the correctness 


of the diagnosis was in doubt. He divided these into three groups, as 
follows: 


1. Those identical clinically and microscopically with Wagner's, Besnier’s and 
Feulard’s cases. These were thirteen in number. 

2. Those clinically different, but similar microscopically to those just cited. 
There were five such cases. 

3. Those neither clinically nor microscopically similar to the first group. Six 
cases comprised this: series. 


7. Perrin and Reboul: Second Internat. Dermat. Cong. 1892, pp. 435-438. 
8. Fox: J. Cutan. Dis. 11:56, 1893. 

9. White: J. Cutan. Dis. 20:49, 1902. 

10. Hartzell: J. Cutan. Dis. 32:683 (Oct.) 1914. 
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He further analyzed group 1 as to location, age incidence, occupation, 
familial tendency and subsequent course. 

Hartzell’s case was that of a man aged 43, a florist, in whom the 
duration of the eruption was three years. Hartzell called attention to the 
fact that in places even the prickle cells had undergone the characteristic 
colloidal degenerative changes, an observation that had been made before 
only by Bosellini and by Hyde. Hyde had also found cells of some of the 
coil glands which had undergone a similar change. A comprehensive 
discussion of the different theories concerning the origin of the changes 
was given. Hartzell, himself, believed that there was a degeneration 
of collagen and elastin in an equal degree, and stated that this was 
verified by some of the sections from his case. 

The next two cases were reported by Johnson and Paul '' in 1916. 
In the first patient the eruption was comfined to the dorsal surface of the 
hands ; the second patient was a butter carter, aged 37. The latter showed 
lesions that had been present for seven years over the dorsal surface 
of both hands, both forearms and the nape of the neck; also, over the 
malar eminences extending onto the bridge of the nose. This patient 
was entirely asymptomatic, except for slight itching sensations locally. 
His general health was excellent. Microscopic examinations showed 
typical characteristics. The sweat glands, the sebaceous glands and the 
hair follicles were not affected. 

In 1918, L. W. Ketron'* reported the case of a carpenter, aged 
42. The lesions had begun twelve years before, first appearing 
over the dorsum of the left hand. Soon the other hand became involved, 
and then lesions appeared on the helix of the left ear. In this case 
were described a large number of black comedones over the nose, 
cheeks and forehead, but the author does not state whether or not these 
occurred in the actual lesions themselves. Microscopically, the section 
showed the characteristic changes. In addition, peculiar appearing cells 
with granular protoplasm were embedded in the colloid blocks. These 
had previously been described by Bizzozero, who, however, had not 
determined their function Ketron believed that these were macro- 
phages which had phagocytosed the colloidal material, the latter appar- 
ently acting like a foreign body. 


Trimble '* in 1919 presented before the dermatology section of the 


New York Academy of Medicine a white man, aged 57, who exhibited 


over the alae nasae an eruption of seven months’ duration. Anti- 
syphilitic therapy had failed to influence its course. Only a meager 


11. Johnson and Paul: M. J. Australia 1:304 (April) 1916. 
12. Ketron: Bull. Johns Hopkins Hosp. 29:163 (July) 1918. 
13. Trimble: J. Cutan. Dis. 37:410 (June) 1919. 
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description of the case was given, and the diagnosis was established by 
the report of the pathologist, Dr. Jessup. 

The last case reported in the American literature was the one by 
Thor Jager '* in 1925. A man, aged 49, a farmer, had first noticed 
the eruption at the age of 7. It appeared over the bridge and _ sides 
of the nose and had gradually spread, until the face, external ears, 
neck and, more recently, the dorsa of the hands were involved. Sub- 
jective symptoms were not found except mild itching and slight paras- 
thesia locally. This was especially noticeable in summer. The eruption 
also appeared to grow worse in summer and to improve during the 
winter months. Microscopically, the typical changes were noted. In 
addition, the hair follicles showed a degeneration of their connective 
tissue sheath, and also of the outer epithelial layers of the follicle. 
This change had been noted before only by Balzer. After performing 
various chemical tests on the expressed material, Jager concluded that 
colloid is similar to, if not identical with, connective tissue hyalin, and, 
therefore, that the only excuse for retaining the name is the one of 
established usage. Jager’s paper contains a comprehensive review of the 
existing literature, together with an interesting discussion of the etiology 
of this disease. 

ETIOLOGY 

The exact etiology of colloid degeneration of the skin is as yet 
unknown. That there are predisposing factors, however, cannot be 
denied. The predominant role played by long continued exposure to 
the elements is suggested by the almost universal occurrence of the 
eruption on the exposed surfaces, namely, face, neck and hands. This 
clinical fact is further brought out by the occupation of the affected 
persons, many of whom worked outdoors. Although it may occur in 
different members of the same family, no distinct congenital familial 
tendency has ever been noted. A seasonal variation was observed in 
Jager’s case, a fact which emphasizes the part played by sunlight. 
Bosselini suggested the possibility of a congenital dystrophy in the 
skin, the patients being peculiarly sensitive to direct sunlight and to 
heat. Finally, as pointed out by Jager, most of the cases have been 
reported from countries where the climate is warm or temperate; none 
have occurred in the more northern regions. 


SEX AND AGE INCIDENCE 
There is no special age or sex incidence. The majority of the 
cases reported occurred in males, but this is to be expected, considering 
their greater exposure to the weather, due to occupation. The earliest 


14. Jager, T.: So-Called Colloid Degeneration of Skin, Arch. Dermat. & Syph. 
12:629 (Nov.) 1925. 
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age, 7 years, at which the eruption appeared, was in Jager’s case. The 
oldest patient, aged 57, was described by Trimble. One-half the 
patients, according to Hartzell, were over 40 years old. 


CHRONICITY 


This disease is essentially chronic. The manifestations, once estab- 
lished, tend to remain for months and years, and seldom involute 
spontaneously. Prior to 1914, evidence of spontaneous involution was 
noted in only three cases. 


DISTRIBUTION OF LESIONS 


Most of the cases reported showed a definite predilection for the 
uncovered surfaces, especially the upper face, the neck and, less fre- 
quently, the dorsa of the hands. In four cases the conjunctivae were 
also affected, and in Bosselini’s case, the mucous membrane of the 
lower lip. 

PATHOGENESIS 
Wagner considered the disease primary in the sebaceous glands, and. 


therefore, assigned the name “colloid milium.” It remained for Besnier 
and Balzer first to recognize the disease as arising from the connective 
tissue of the corium, the other elements being involved but secondarily. 
These two workers, along with Feulard, also emphasized the role played 
by the collagen bundles and the pars adventitia of the blood vessel walls 
Reboul, in reporting the microscopic anatomy of Perrin’s case, noted 
peculiar granular changes in the cytoplasm of the cells, possible fore- 
runners of the later colloid degeneration. That the sebaceous elements 
and follicular orifices are involved, if only secondarily, was shown by 
White’s case, in which large black comedonés were first described. 
These were subsequently also noted in Ketron’s case, and in the one 
here reported. Bosselini believed that the degenerative changes occurred 
alike in both the collagen and the elastin bundles of the corium. This view 
was endorsed later by Hartzell, who thought that even the cells of the 
epidermis might be affected similarly. Degenerative changes in the hair 
follicles were described in Balzer’s and Jager’s cases. 

In sections from my case, histologic studies showed thaf the primary 
changes were located deep in the corium, the other dermal elements 
being involved only secondarily. The cystic changes in the sebaceous 
glands might perhaps be explained on the basis of pressure occlusion 
of the ducts by the colloid blocks, with resultant retained sebum. 


Further support of this theory is furnished when the degree of pressure 


atrophy of the epidermis, as shown by the almost complete obliteration 
of the interpapillary tufts, is considered. 
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TREATMENT 

Information relative to the treatment of this disease is scarce. 
Occasional mention is made of actual destruction by curet, cautery or 
surgical removal. In view of the failure of involution under roentgen- 
ray therapy, and considering the chronicity of the lesions, perhaps one 
of the foregoing methods constitutes the treatment of choice. Until 
more is known of the etiology, other modes of treatment must be laid 
down along wholly empiric lines. 


CLASSIFICATION 

The age incidence, the role played by exposure to the elements, the 
location of the lesions over the exposed surfaces, the extreme chronicity 
and the noninflammatory character of the changes all seem to indicate 
that the disease should be classified among the simple degenerations. 


CONCLUSIONS 


1. A typical case of colloid degeneration of the skin, with char- 


acteristic microscopic changes is added to the small group already 


described. 

2. Colloid degeneration of the skin is a clinical entity, probably best 
classified under the simple degenerations. 

3. The exact etiology is unknown. Long continued exposure to the 
elements in persons who possibly are predisposed may be one of the 
etiologic factors. 

4. Roentgen-ray therapy has little or no effect on the lesions of 
this disease. 

5. The involvement of the sebaceous glands with cystic dilatation 
due to pressure, is secondary to the primary change, which is localized 
chiefly in the collagen bundles of the corium. 








MORVAN’S DISEASE 


M. J. MORRISSEY, M.D. 
AND 
H. S. REYNOLDS, M.D. 


HARTFORD, CONN. 


The paucity of reported cases of Morvan’s disease, the importance 
of the diagnosis of an insidious malady of the nerves through early 
recognition of associated dermatologic symptoms, and the possible con- 
fusion with other lesions of the skin, especially dermatitis artefacta, seem 
to justify the publication of cases of Morvan’s disease that have come 
under the observation of dermatologists. 

Morvan’s disease is that type of syringomyelia in which there is a 
predominance of changes in the skin. Syringomyelia was first recog- 
nized in 1800 by Portal. Rachetti described it in 1816 and Olivier 
named it in 1834. Little attention was paid to its pathologic processes 
until 1853. 

Syringomyelia has been found to be hereditary in several instances, 
and two cases have occurred in one family. It occurs more often in 
the physical worker than in the brain worker because of the greater 
liability of the former to traumas and infections, and, for a similar rea- 
son, it is twice as frequent in men as in women. It is most common 
between the ages of 20 and 30. 

Syringomyelia is a disease of the spinal cord which causes sensory 
disturbances and trophic changes chiefly manifest in the upper extrem- 
ities. The lesions of the cord are usually in the cervical and upper 
dorsal regions. The disease may involve the medulla, the pons or the 
internal capsule. The dorsal horns are involved most, but the whole 
structure of the cord may be affected. 

The first evidence of the disease is usually pain in one or both arms 
accompanied by loss of power. The symptoms are generally followed 
by analgesia. The most characteristic changes are in the skin itself, 
and here they are most pronounced in the hands and forearms. The 
fingers become swollen and lose their natural outline; the tips become 
blunted. Whitlows develop. The knuckle folds become thick and 


brawny, while vasomotor disturbances render them unduly red and 
blue. They have been termed “sausage fingers,” as they stand out in 
contrast to the wasted muscles of the hand. Arthropathies may develop. 
Glossy skin also appears. Fissures and deep ulcerations occur and 
heal with difficulty, owing to the disturbed innervation. The condition 
is usually characterized by muscular wasting, giving a claw-like appear- 
ance to the hand. There is loss of temperature sense and because of 
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this, lessened sensation; exposure of the skin to intense heat sufficient 
even to produce bullae may occur without the patient’s knowledge. 
The tactile sense is preserved. The loss of sensations to heat and cold 


appear early. The condition usually involves first one arm, then the 


other, but may be confined to one. The disease is progressive, and 
the treatment is palliative. 
REPORT OF A CASE 


History.—G. E. B., a white man, aged 36, single, born in Connecticut, one of 
a family of seven children, gave a family history which had no relation to 
the present illness. The history of the case dates back to 1920. While in the 
navy, the patient fell about 40 feet into a ship’s hold. He was unconscious 
for a short time, and on regaining consciousness could not use the right arm. He 
climbed a ladder, using his left arm entirely, and collapsed on reaching the 
surface. He spent the next week or ten days in bed, and seemingly recovered 
from his accident. The following summer he noticed that the right arm became 
tired more easily than the left, and frequently had a slight tingling sensation, 
particularly around the hand and wrist. This caused him to move the hand 
frequently. He has had tingling of this type practically every summer since 
the accident, but never in the winter until the last two years, when it has 
bothered him slightly. 

The onset of the dermatologic symptoms of syringomyelia first made them- 
selves manifest during October, 1925, when deep lateral fissures of the fingers 
developed. Paresthesia preceded the fissures. The numbness has never com- 
pletely disappeared, although it is less at times. At this time the elbow 
became swollen, and within a week bullous lesions of the skin appeared; these 
soon ruptured, leaving a denuded area which freely exuded serum and involved 
the whole circumference of the arm at the elbow. The bullae healed in a short 
time, but the fissures remained. 

The patient was first seen on Feb. 14, 1927, and his complaint at that time 
was pain from denudation of bullae of the skin about the right elbow involving 
the lower third of the arm and the upper third of the forearm. The lesions 
appeared over night, arising from a clear skin, and were of four days’ duration 
when examined. He also complained of numbness of his right hand with 
slight pain in the deep fissures of the palmar surface at the metacarpophalan- 
geal articulations and the first joint of the index finger. The nails did not 
show any changes. Scars of a former attack with ulcerations are still seen 
above the right elbow. 

Careful interrogation of the patient, who is a chauffeur, as to the precipi- 
tating cause of the bullae failed to disclose any knowledge on his part as to 
exposure to external heat (i.e., a heated radiator, exhaust manifold, hot water, 
furnace while stoking it, etc.). He emphatically denied the use of any agent, 
such as a compound solution of cresol, phenol, or other drug, commonly used to 
produce artefact lesions. There was no discoloration of the skin; the ulcerations 
were superficial and not typical of dermatitis artefacta. In addition, the right 
elbow was involved, and the patient was right-handed. 

The sudden appearance of such large bullae did not associate itself in our 
minds with any bullous lesions of the skin of internal causation with which we 
were acquainted. Dermatitis medicamentosum and dermatitis venanata were 


excluded after careful questioning. 





























Appearance of Morvan's disease at the time the patient was examined. 4 shows 


the deep fissures on the palmar side of the right hand; B, the denuded bullae; C, 


Ve 


the ulcerated skin with faint scars of a former attack of the disease showing abo 


the right elbow. 
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Examination —The patient was sent to the Hartford Hospital for neurologic 
observation and examination by Drs. Henry F. Stoll and H. A. Bancroft. They 
reported that there was analgesia and thermic anesthesia in areas of the right 
arm and of the right half of the trunk supplied by the fourth, fifth, sixth, 
seventh and eighth cervical segments and the first and second dorsal segments of 
the spinal cord. Tactile muscle, joint and vibratory sensibility were intact in 
these areas. Neurologic examination otherwise did not reveal anything remark- 


able. The dissociation of pain and temperature sensibility from other modalities 


of sensation strongly indicated a lesion of the central gray matter of the spinal 
cord, extending from the fourth cervical segment to the second dorsal segment, 
inclusive, and involving the fibers which decussate through the central gray 
matter of these segments to form the crossed pathway for pain and thermal 
stimuli to the brain. 

Roentgen-ray examination of the cervical and upper thoracic spines did not 
show any evidence of injury to the bone or to the joint. There were slight calcific 
changes present in the anterior ligaments between the lower cervical vertebrae. 
There was no evidence of a cervical rib formation. 

The Wassermann examination of the blood and the spinal fluid was negative. 
I-xamination of the spinal fluid revealed: Colloidal gold reaction, 0012110000; 
globulin, negative. At a second examination, the colloidal gold reaction was 
0002100000; globulin, negative. 

Course of Illness—The patient was discharged from the hospital after a 
period of ten days with the bullous lesions of the skin healed. The time of 
healing was about equal to that of a second degree burn. The fissures remained 
unchanged. Although a careful taking of the history did not reveal the pre- 
cipitating cause of the production of the bullae, we believe that trauma of some 
sort produced them, though the patient was unconscious of the injury owing to 
disturbed innervation. 


St edn 





TULAREMIA WITH REFERENCE TO ITS 
CUTANEOUS MANIFESTATIONS 


REPORT OF A CASE * 


E. W. NETHERTON, M.D. 


CLEVELAND 


Tularemia is a general infection due to Bacterium tularense. The 
disease is of especial interest because it is the only infectious disease 
the elucidation of which can be credited entirely to American investi- 
gators. Although cases were observed as early as 1907, which from 
their description can unquestionably be recognized as tularemia, the 


entity of the disease was not established until later. Because of its 


clinical manifestations, tularemia is usually seen by the family physi- 
cian, surgeon or oculist, but there are certain features of the disease 
which make it of more than general interest to the dermatologist. My 
own interest in tularemia has been aroused by the recent observation 
of a case in which there were cutaneous lesions. 


REPORT OF CASE 


History—A woman, aged 34, married, was first seen on Dee. 10, 1926, at 
which time she complained of a sore on the proximal phalanx of the right index 
finger, a painful swelling in the epitrochlear region, general malaise and fever. 

The family history gave no significant information. The only item of 
importance in the past history of the patient was that about three weeks before 
the onset of her present illness she had burned her right index finger on a hot 
iron, and that it had been slow in healing. 

The history of the present illness as given by the patient was as follows: On 
Nov. 29, 1926, there was a sudden onset of chills and fever. The following day 
she noticed that the glands near the right elbow and in the right axilla had 
become swollen and tender. The skin at the site of the previous burn soon 
became sore and ulcerated. There was no evidence of lymphangitis. On the 
second and third days of her iliness she had severe headache and pains in the 
body associated with chills and fever, her temperature being 101 F. when her 
family physician first saw her. The fever and a feeling of prostration con- 
tinued, and there was no improvement up to the time she came under my 
observation. 

The patient had cooked rabbit once or twice during the season, but not for 
some time before the day preceding the onset of her illness. On that day she 
had purchased a rabbit at a market. It had been drawn, but she had washed it and 
prepared it for cooking. The burn on the finger was practically well, and conse- 
quently she was not wearing a protective bandage at the time she prepared the 
rabbit. She did not know from what section of the country the rabbit came. 

When first seen she presented a punched-out ulcer on the dorsal surface of 
the proximal phalanx of her right index finger. The margins of the ulcer were 


* From the Department of Dermatology, Cleveland Clinic. 
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raised, red and soft. The base was nonindurated, pink, granular and covered 
with a serous exudate. There was some tenderness on palpation, but the lesion 
was not very painful. Comparatively, neither edema of the surrounding tissue nor 
lymphangitis was present. The epitrochlear gland was as large as a walnut, 
and the overlying skin was red and edematous. The axillary glands were 
enlarged and tender, but to a lesser degree. Her temperature was 99.6 F. 

Smears, cultures and dark-field examinations gave negative results. She was 
advised to apply boric acid packs and to return. 


Py Tune ee ape Te eh HS | 
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Fig. 1—Primary ulcer and secondary erythematous plaques in a case of 


tularemia. 


Course of Illness—On December 14, four days after I first saw her and 
fifteen days after the onset of her illness, she still felt ill; there appeared to be 
no change either in her general condition or in the local lesion. The temperature 
was 99.2 F. At this time a sample of the patient's blood was sent to Dr. Francis, 
director of the Hygienic Laboratory, Washington, D. C., for an agglutination 
test with the Bacterium tularense. He reported: “The serum was found to 
agglutinate Bacterium tularense in all dilutions from 1:10 to 1: 320, but not in 
higher dilutions, thus confirming your diagnosis of tularemia.” At this time the 
patient entered the hospital for two days and was treated symptomatically. Her 
temperature varied from 99.2 to 100 F., and her pulse rate was about 90. 





ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


On December 21, she had an exacerbation of the symptoms, with chills, fever 


and severe headache and pains in the joints. Two days later erythematous papules 


and plaques developed on the neck, the extensor surfaces of the arms (fig. 1), 
the dorsa of the hands and on the anterior surfaces of the thighs. These 
lesions rapidly enlarged to form coin-sized, well defined, slightly raised, red 
plaques. There were no subcutaneous nodules, and the lesions did not appear on 
the mucous membranes. The eruption presented the clinical appearance of an 
erythema multiforme. 


Fig. 2—Section from a primary lesion in a case of tularemia showing the 
type of cellular reaction in corium. (From photomicrograph, x 315.) 


On Dec. 28, 1926, specimens were taken from a plaque on the right arm and 
from the original ulcer. Pus aspirated from the epitrochlear lymph gland was 
injected into the peritoneal cavity of a guinea-pig, and part of the tissue from the 
plaque on the arm was macerated in the saline solution and injected into another 
pig. On the tenth day neither animal showed any evidence of illness. They 
were killed and examined, but no pathologic condition could be identified. 

The intravenous administration of mercurochrome 220 soluble was started on 
December 28. As the patient refused to go into the hospital, small, frequent 
doses were given. On December 28, she received 5 cc. of a 10 per cent solution; 
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on December 30, 8 cc.; on Jan. 2, 1927, 9.5 cc.; on January 4, 10 cc., and on 
January 7, 12 ce. Reaction occurred only following the last injection. 

Following the second injection the patient began to feel much better; her 
temperature became normal, and the eruption began to fade. Following the third 
injection there was desquamation from the surface of the lesions, but for several 
days her temperature was usually 99.2 F. in the morning. On January 15, these 


plaques had almost disappeared, leaving pigmented areas. 


Because of the reaction following the last injection, the injection of mercuro- 
chrome was stopped, and the administration of quinine was started. 

















Fig. 3.—Section from a primary lesion in a case of tularemia, showing hyper- 
plasia of endothelium of blood-vessels throughout section. (From photomicro- 
graph, « 100.) 


On January 25 the patient felt fairly well, but was weak, and tired easily. 
Her appetite was good; she had no chills or pains, but in the morning her 
temperature was usually 99 or 99.2 F. The lesions had disappeared, leaving 
pigmented areas. The original ulcer had closed, but some infiltration was still 
present. 

Microscopic Examination—Sections were taken from the primary ulcer on 
the twenty-eighth day of illness and from a plaque on the right forearm on the 
seventh day after its appearance. The sections were stained with hematoxylin 
and eosin, carbolfuchsin, gentian violet and giemsa (figs. 2 to 5). 
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The epidermis showed considerable hyperkeratosis with 


Primary Lesion: 
The granular layer consisted of from five to six layers of 


little parakeratosis. 
cells. The rete mucosa showed marked acanthosis. There was little intra- 
cellular and intercellular edema without cellular invasion of this layer. The 
basal layer was intact. 

Extending from the basal layer of the epidermis through the entire thickness 
of the section, there was a fairly dense inflammatory cellular infiltration with a 


delicate fibrous stroma. The cells were mononuclear, and consisted mainly of 


Fig. 4.—Section from a primary lesion in a case of tularemia, showing a blood 
hyperplasia of endothelium. (rom 


vessel almost completely obliterated by 


photomicrograph, 860. ) 


lymphocytes, endothelial cells and_ fibroblasts. The endothelial cells were 
numerous. Plasma cells were present, and an occasional giant cell was seen. At 
the periphery of the main infiltration there were a few small, fairly well circum- 
scribed areas of cellular deposit. The cellular element was similar to that of the 
main portion of the lesion, except that the lymphocytes predominated (fig. 2). 
The capillaries and lymphatics were numerous, dilated and showed a_ hyper- 
The hyperplasia was marked and in some 


plasia of the endothelium (fig. 3). 
The infiltration was peri- 


of the vessels the lumen was almost obliterated. 


vascular, being especially noticeable at the margin of the lesion. 
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This was essentially a chronic inflammatory reaction of a granulomatous 


character. 

Section from Arm: The stratum corneum of the epidermis was thin, with 
an occasional slightly thickened parakeratotic area. The granular layer was 
poorly defined, and nowhere was there more than one layer of cells. The rete 


mucosa showed no acanthosis, in places consisting of only a few layers of cells. 
There was considerable intracellular and intercellular edema, but no vesiculation. 
An occasional lymphocyte was seen between the celHs of this layer. The basal 








Fig. 5.—Section from a secondary lesion in a case of tularemia, a plaque 


on arm, showing acute exudative reaction. (Irom photomicrograph, * 210.) 


layer was edematous, but intact and in apposition with the papillary portion of 
the corium. 

The papillary layer was edematous, most of the interpapillary pegs having been 
obliterated by a fairly compact cellular exudate, which had a delicate fibrinous 
stroma. This infiltration extended into the corium proper, replacing in part the 
normal structure of this portion of the skin. The collagen fibers were swollen, 
and in places fragmented, these fragments being surrounded by the cellular 
exudate. This infiltration also occurred around the blood vessels of the sub- 
cutaneous tissue, around the sweat glands and in the adipose layer of the sub- 


cutaneous tissue. 
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The cells were mainly of the small, round, lymphocytic type; but endothelial 
cells were present also, and there were numerous fibroblasts. Plasma and giant 
ceils were not present. Only an occasional polymorphonuclear leukocyte could 
be seen. 

The infiltration was primarily perivascular, as was shown in areas near the 
periphery of the main infiltration as well as in sections from the deeper portions 
of the lesion. 

The vessels in all parts of the corium were not numerous, but were dilated 
and showed swelling of their endothelial lining. 

The microscopic changes in this lesion differed from those in the primary 
lesions, but this could be explained by the difference in the time each had 
existed before the sections were taken. 

Organisms were not demonstrated in sections of either lesion stained with 
carbolfuchsin, giemsa and gentian violet. In a few sections from the arm, 
coccobacillary forms were present, but it is doubtful whether they were organ- 
isms. These forms were not sufficiently similar to the organisms which were 
easily demonstrated in sections of mouse liver obtained from Dr. Francis, to 
justify such an assumption. The sections from both lesions contained many 
mast cells scattered throughout the infiltration. 


In 1911, while examining ground squirrels in California for evidence 
of plague infection, McCoy ' discovered a plaguelike disease that was 
not due to Bacillus pestis. In 1912, McCoy and Chapin * isolated the 
specific organism from the blood of these rodents and named it after 
Tulare county, California, where an epidemic in the ground squirrel 
was being investigated. Since then it has been found that the organism 


infects wild rabbits (cottontail, jack and snowshoe) and that it is 


transmitted by blood-sucking insects and ticks that have fed on infected 


animals. 

Man may become infected by the bite of these insects or by contact 
with the blood or internal organs of an infected rodent. Spreading of 
the infection from man to man by mere contact or by the bite of 
insects which have previously bitten a patient has not been reported. 
Harris * has reported a case of direct transmission to a woman who 
pricked her thumb with a safety pin while dressing an opened gland 
on the neck of her son. 

Francis,?> who has contributed a great deal to the knowledge of 
this disease, believes that the first cases in human beings to be reported 
were those of Pearse *, who in 1910 read a paper before the Utah State 


Medical Association, in which he described six cases following insect 


1. McCoy, G. W.: A Plague-like Disease of Rodents, Bull. 43, Hyg. Lab., 
U. S. P. H. S., April, 1911. 

2. McCoy, G. W., and Chapin, C. W.: Bacterium Tularense, the Cause of a 
Plague-like Disease of Rodents, Bull. 53, Hyg. Lab. U. S. P. H. S., January, 1912. 

3. Francis, E.: Tularemia, J. A. M. A. 84:1243 (April 25) 1925, 

4. Pearse, R. A.: Insect Bites, Northwest Med. 3:81 (March) 1911. 
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bites, which presented symptoms characteristic of tularemia; Francis * 
later was able to prove that similar cases were in reality cases of 
tularemia. The first case in a human being in which the diagnosis 
was confirmed bacteriologically was reported by Vail,° and a year 
later Sattler * reported an additional case. Both of these cases pre- 
sented the initial lesion in the conjunctiva. In each of these cases 
Wherry and Lamb * were able to make cultures of Bacterium tularense 
from guinea-pigs that had been inoculated with secretion from the 
affected eye. Patients infected from natural sources have been observed 
only in the United States and in Japan. Ohara’s disease, which occurs in 


Japan, has been shown by Francis * to be due to Bacterium tularense. 
Cases of laboratory infection in England have been reported by Leding- 
ham and Fraser,’” and in this country by Lake and Francis,"' Dieter,’’ 
and by Parker and Spencer."* 

Tularemia is seen more frequently in the Western portion of the 
United States; however, since the attention of the medical profession 
has been directed to the disease by the increasing literature, cases have 
been reported from many different sections of the country.'* The 
majority of the Western cases result from insect bites, and are seen 
mostly in the spring and summer. In contrast to this, the Eastern 


cases are seen mostly in November, December and January, at which 


time cottontail rabbits are hunted and offered for sale at markets. 

5. Francis, E.: Deer-fly Fever; or Pahvant Valley plague, Pub. Health Rep. 
34:2061 (Sept. 12) 1919; The Occurrence of Tularemia in Nature as a Disease 
of Man, Pub. Health Rep. 36:1731 (July 29) 1921. 

6. Vail, Derrick T.: A Case of “Squirrel Plague” Conjunctivitis in Man, 
Ophth. Rec. 23:487, 1914. 

7. Sattler, R.: Acute (Bacillus Tularense) Conjunctivitis, Arch. Ophth. 
44:265, 1915. 

8. Wherry, W. B., and Lamb, B. H.: Infection of Man with Bacterium 
Tularense, J. Infect. Dis. 15:331, 1914; Discovery of Bacterium Tularense in 
Wild Rabbits and the Danger of Its Transfer to Man. Preliminary note, J. A. 
M. A. 63:2041, 1914. 

9. Francis, E., and Moore, D.: Identity of Ohara’s Disease and Tularemia, 
J. A. M. A. 86:1329 (May 1) 1926. 

10. Ledingham, J. C. G., and Fraser, F. R.: Tularemia in Man from 
Laboratory Infection, Quart. J. Med. 17:365 (July) 1924. 

11. Francis, E., and Lake, G. C.: Tularemia Francis 1921; Six Cases of 
Tularemia Occurring in Laboratory Workers, Pub. Health Rep. 37:392 (Feb. 24) 
1922: Bull. 130, Hyg. Lab. U. S. P. H. S., p. 81, 1922. 

12. Dieter, L. V.: A Case of Tularemia in a Laboratory Worker, Pub. Health 
Rep. 41:1355 (July 2) 1926. 

13. Parker, R. R., and Spencer, R. R.: Six Additional Cases of Laboratory 
Infection of Tularemia in Man, Pub. Health Rep. 41:1341 (July 2) 1926. 

14. Brown, W. L., and Brown, C. P.: A Case of Tularemia, J. A. M. A. 
85: 2033 (Dec. 26) 1925. Pfunder, M. C.: Primary Tularemia of the Eye, J. A. 
M. A. 85:1061 (Oct. 3) 1925. 
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Tularemia may manifest one of two clinical types: (1) The ulcero- 
glandular type in which the primary papule is at the site of inoculation, 
but subsequently ulcerates with accompanying enlargement of the 
regional lymph glands. Among cases of this type, fulminant cases, 
running a rapid course and ending in death, have been observed, in 
which the primary lesion was a conjunctivitis. (2) The typhoid type. 
which shows neither a primary lesion nor glandular enlargement. 

The majority of the cases belong to the ulceroglandular type. The 
incubation period is apparently from two to nine days, there being 
considerable variation in the cases in which the length of the period 
could be ascertained. The onset is sudden, manifested by chills, fever, 
sweating. headache, general body pains, vomiting and_ prostration. 
Within forty-eight hours the glands that drain the site of infection 
become large and painful. Only the regional glands are involved at 
first, but after a few days other glands may become tender. In about 
twenty-four hours after the glandular enlargement, a painful papule 
develops at the site of inoculation. This rapidly breaks down and 
reveals a necrotic core, which can readily be removed, leaving a 


punched-out, nonindurated ulcer with raised, soft edges and a clean 


granular base, which exudes a seropurulent fluid. 

The fever may last two or three weeks and may rise as high as 
105 F. On the third or fourth day there may be a remission, followed 
in two or three days by a rise which, except for daily remissions, is 
maintained for three weeks or more. The patient presents the picture 
seen in an acute septic condition. Relapses may occur following the 
period of acute illness. 

The skin over the enlarged glands becomes red and edematous. 
In about half the cases the glands suppurate, and may rupture, as in 
tuberculous adenitis or actinomycosis. Some cases have shown an 
acute lymphangitis and the development of subcutaneous nodules. 

The typhoid type has been observed only in laboratory workers 
who had performed necropsies on infected guinea-pigs or rabbits. In 
these cases there was no localized site of infection or enlargement of 
the regional lymph glands. In two cases reported by Ledingham and 
Fraser,'® there was moderate enlargement of the cervical glands. In 
all other respects, this type presents the same symptoms as those seen 
in the ulceroglandular type. The clinical course resembles that of 
typhoid fever. The mechanism of laboratory infection is not known. 

Death from tularemia is rare, usually occurring in fulminant cases 
of the oculoglandular type or from some complication such as pneu- 
monia. In one case the patient died following an exploratory lapa- 
rotomy for what was thought to be cholangeitis."® 


15. Verbrycke, J. R., Jr.: Tularemia, with Report of a Fatal Case Simulating 
Cholangeitis with Postmortem Report, J. A. M. A. 82:1577 (May 17) 1924. 
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The alteration in the blood count is not of diagnostic importance, 
although there might be a slight leukocytosis. Bacterium tularense has 
been obtained from the blood by inoculation of guinea-pigs during the 
first week of illness, but after the second week the blood fails to infect 
the guinea-pig. Attempts to isolate the bacterium by blood culture 
are unsuccessful. 

Pus from regional lymph glands will infect a guinea-pig during 
the first two weeks, but not after the first month of illness.’° The 
organism can be demonstrated only by the inoculation of an animal 
with material from the initial sore, blood or regional lymph nodes, blood 
or liver tissue from the infected animals later being planted on some 
culture medium, preferably coagulated egg yolk or serum glucose 
cystin agar.'? 

Agglutinins for Bacterium tularense appear in the blood during the 
second week of illness, and remain present for years after recovery. 
Tularemia serums sometimes show cross-agglutination of Bacterium 
melitensis (the cause of Malta fever) and Bacillus abortus (the cause 
of contagious abortion of cattle) ; these organisms agglutinate Bacterium 
tularense in much higher dilutions, however, thereby establishing the 
value of this test as a diagnostic procedure.’* 


PATHOLOGY 

With the exception of two fatal cases which came to necropsy,’* 
the pathologic study of tularemia has been limited to material obtained 
from diseased animals. The spleen, especially, and the liver are 
enlarged and are studded with small white areas of necrosis, and in 
the rabbit the lungs frequently show similar lesions. In the two 
human cases the spleen showed areas of necrosis, and although the 
liver did not show gross lesions, in one case small areas were demon- 
strated in the microscopic sections. Nodules were also present in the 
lung.’®° Tubercle bacilli could not be demonstrated in the lung, spleen 
or liver. 

[ have been unable to find a report of the microscopic study of the 


primary iesion in a human being. Permar and Weil’® have studied 


the microscopic changes in subcutaneous lesions in a case which pre- 
sented indolent subcutaneous nodules on the flexor surface of the right 
arm. These nodules followed the lymphatic distribution. The super- 

16. Francis, E.: Tularemia, in Tice: Practice of Medicine, Hagerstown, Md., 
W. F. Prior Company, 1920, vol. 3, p. 993. 

17. Francis, E.: Tularemia in the Washington (D. C.) Market, Mil. Surgeon 
53:164 (Aug.) 1923; Pub. Healtli Rep. 38:1391, 1923. 

18. Francis, E.: Tularemia, in Oxford Medicine, New York, Oxford Uni- 
versity Press, 1921, Supp. July 1, 1926, vol. 4, p. 955. 

19. Permar, H. H., and Weil, G. C.: The Histopathology of the Sub 
cutaneous Lesions in Tularemia in Man, Am. J. Path. 2:263 (May) 1926. 
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ficial lymphatics could be palpated through the skin as beaded, cordlike 
structures. The lesion presented the microscopic picture of a granu- 
loma. Permar and Weil summarized their observations as follows: 


(1) primary massing of endothelial cells with giant cell formation: (2) 


endothelial hyperplasia with obliteration of capillaries; (3) necrosis 
with polymorphonuclear infiltration and liquefaction; (4) development 
of small secondary lesions which pass through the same stages as the 
primary lesions, with which they tend to fuse; (5) delayed healing by 
organization. They were unable to demonstrate Bacterium tularense in 
their sections. 

Councilman and Strong *° studied the microscopic changes of 
tularemia in animals and described the endothelial hyperplasia and 
mononuclear character of the early cellular exudate, which is essentially 
that noted by Permar and Weil in their study of human tissue. Council- 
man and Strong were able to identify Bacterium tularense in liver cells 
and also in the vascular endothelium. The observers agree that the 
polymorphonuclear invasion is secondary, and is seen only when 
necrosis has taken place. 


© also 


In tissue from infected animals, Ledingham and Fraser 
demonstrated the invasion of liver cells and of endothelioid cells by 


Bacterium tularense. 
MANIFESTATIONS IN THE SKIN 

The patients in the majority of cases of tularemia which have been 
reported did not present cutaneous lesions other than ulceration at the 
site of infection. In a number of cases, however, definite eruptions 
have been present. These eruptions are not characteristic, but may 
simulate other well known diseases, such as sporotrichosis and erythema 
multiforme. Since both a septicemia and an affinity for vascular 
endothelium are present in tularemia, it is not surprising that cutaneous 
lesions occur. 

The most common cutaneous lesions observed are subcutaneous 
nodules simulating those in sporotrichosis. Hodges,?!. Permar and 
Weil,'® and Freedlander and Grossberg ** observed cases of this type 
Francis '* states that fourteen cases which simulated sporotrichosis 
have been reported. The nodules usually follow the lymphatics from 
the initial ulcer to the regional gland. They may suppurate and rup- 
ture, as do the nodules of sporotrichosis. 

20. Councilman, W. T., and Strong, R. P.: Plague-like Infection in Rodents, 
Tr. A. Am. Phys. 36:135, 1921. 

21. Hodges, F. C.: Three Cases of Tularemia, One Resembling Spiro 
trichosis, Am. J. M. Se. 170:57 (July) 1925. 

22. Freedlander, S. O., and Grossberg, M. H.: Tularemia, J. A. M. A. 88:475 
(Feb. 12) 1927. 
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Maclachlan, Fetter and Cratty ;°* Farrand ;** Whiteis and Anthony ;*° 
Parker and Spencer,'* Flick,**° and Rutledge ** have described lesions 
which were disseminated, and which, according to their descriptions, 
to some degree simulated erythema multiforme or sometimes suggested 
the picture of an exanthem. In the cases described by them, the 
eruption, which was located on the arms, face, neck and chest, con- 
sisted of red, raised papules and plaques which varied in size from 
that of a grain of rice to that of a coin. Some of the papules became 


pustular. The subjective symptoms were not troublesome. ‘The lesions 


appeared from two weeks to a month after the onset of the illness 
and were usually preceded by a relapse with fever, chills and pains 
in the joints. There were no subcutaneous lesions. The eruption 
usually disappeared slowly, terminating with desquamation and some 
pigmentation. Although some of these eruptions may have been 
merely coincidental, nevertheless the fact that they occurred during an 
acute septic infection makes it seem probable that they were either 
due to the presence of the organism in the skin or were the result of 
a toxin liberated by the organism. 

Farrand ** and Wallace ** describe cases with a pustular dermatitis 
involving both hands. The lesions are described as pus blisters which, 
when opened, left crater-like ulcers or simulated small boils. This 
type of eruption appeared early in the disease, and although it is not 
clearly stated whether or not the glandular enlargement was bilateral, 
it is possible that the lesions were multiple sites of infection. 

L.edingham and Fraser '’ reported two cases in which the develop- 
ment of acne on the chest and back followed an attack of tularemia. 
These patients were adults, one aged 38 and the other 34, who had 
never had acne before. The eruption in each case appeared during 
the fifth and sixth months after the onset of the illness and before 
the patients had completely regained their normal health. 

In Vail’s ° case a unilateral pustular eruption developed over the left 
temple and molar region early in the course of the disease. The pustules 
were described as looking like varicella pustules, but the illustration 
suggests herpes. According to Francis,'* extensive herpes has been 
observed in one case of tularemia. 

23. Maclachlan, W. W. G.; Fetter, W. J., and Cratty, A. R.: Two Cases of 
Tularemia, J. A. M. A. 86:749 (March 13) 1926. 

24. Farrand, B. C.: Tularemia with Report of Eleven Cases, Am. J. M. Se. 
172:853, 1926. 

25. Whiteis, W. R., and Anthony, E. J.: Tularemia in Iowa, J. lowa M. Soc. 
16:188 (April) 1926. 

26. Flick, J. B.: Tularemia, Ann. Surg. 83:737 (June) 1926. 

27. Rutledge, L. H.: A Fatal Case of Tularemia in Minnesota, Minnesota 
Med. 10:97, 1926. 

28. Wallace, J. W.: Tularemia, J. lowa M. Soc. 16:302 (July) 1926. 
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In the case reported by Verbrycke,'® jaundice developed, which 
confused the early diagnosis of the disease. Shelton ** reports a case 
in which jaundice developed early in the course of the disease. 

In one case reported by Francis and Lake '' the patient complained 
of localized hyperesthetic areas, although no lesions were visible. This 
symptom was noticed two months after the onset of the illness, and 
thereafter recurred intermittently. 

Apparently the cutaneous lesions which may occur in tularemia 
may in the main be classified as of two types: (1) subcutaneous 
nodules which simulate those seen in sporotrichosis; these are usually 
located along the lymphatics which drain the primary lesion; (2) 
erythematous papules and plaques which follow exacerbation or relapse 
of the systemic symptoms; these lesions are usually bilateral, are more 
or less symmetrical, and in respect to their appearance, location and 
clinical course may simulate erythema multiforme or an exanthem. 

The subcutaneous nodules are evidently a manifestation of a local 
lymphatic spread of the infection, the organism being present both in 
the initial sore and in the regional lymph nodes. 

The erythema-multiforme-like eruptions are obviously the result of 
a blood-borne substance, which may be the product of the metabolism, 
or of the disintegration of Bacterium tularense, or both. Since these 
eruptions usually follow an exacerbation or a recurrence of symptoms 
similar to those seen at the onset of the infection, at which time a 
bacteremia is known to exist, it is possible that a secondary, temporary 
bacteremia occurs at this time, and is responsible for the eruption. 

The herpes-like eruption and hyperesthesia which have been 
described may have been either toxic or infectious. 

The jaundice observed, in the fatal case at least, was evidently due 
to damage to the liver, as microscopic lesions were found in this organ. 

It is hard to explain the occurrence of acne in the cases reported 
by Ledingham and Fraser.'® Both patients were of an age at which 
acne does not usually occur. The general debilitation of the patients 
or the medication used may have been factors in its production. These 
authors did not describe the treatment used in their cases, but, as iodides 
have been used in a number of reported cases, it is possible that these 


patients received similar treatment. 


DIAGNOSIS 
Tularemia presents such a distinct clinical picture that only a lack 
of knowledge of the disease or failure to bear in mind the possibility 
of its occurrence can be responsible for the erroneous diagnoses of 
typhoid fever, septic infection, glanders, anthrax, sporotrichosis, actino- 


29. Shelton, T. S.: Tularemia, J. A. M. A. 84:1019 (April 4) 1925. 
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mycosis, felon of the bone and primary syphilis, each of which has 
some symptom or symptoms identical with those of this disease. 

The sudden onset with chills and fever, the remission on the thir] 
or fourth day and the recurrence of the fever which persists from 
two to three weeks; the development of the primary papule or of 
conjunctivitis, with subsequent ulceration and the persistent enlargement 
of the regional lymph glands; a history of having dressed or prepared 
wild rabbit for cooking or of having been bitten by a tick or fly at 
the site of the primary lesion, are sufficient reasons for making a 
tentative diagnosis of tularemia. 

The diagnosis can be confirmed during the first week of illness 
by the isolation of Bacterium tularense from guinea-pigs inoculated 
with material taken from the primary lesion, from the regional lymph 
glands or from the blood of the patient. Blood cultures and direct 
smears are useless. During and after the second week, the serum of 
the patient will agglutinate a suspension of Bacterium tularense. For 
this test, blood should be sent to the Director of the Hygienic Labora- 
tory, Washington, D. C.*° 

In the typhoid type of tularemia, the diagnosis is not as easy. 
However, all the cases of this type which have been observed have 
occurred in laboratory workers who were engaged in dissecting animals 
which were known to be infected with Bacterium tularense. Therefore, 
under these circumstances, the onset of an acute illness with fever 
should give rise to a suspicion that it is due to tularemia. In a case 
in which a person not engaged in laboratory work has an illness which 
simulates typhoid, but in which the Widal test gives a negative result 
and the typhoid bacillus cannot be isolated, inquiry should be made to 
ascertain whether or not the source of the infection may be Bacterium 
tularense. If so, an agglutination test for this organism should be 
made. 

TREATMENT 


The treatment of patients who have tularemia is directed to the 


relief of the symptoms. Rest in bed is the most important therapeutic 


measure. No preventive vaccine or curative serum has been perfected. 
Enlarged glands should not be incised unless they have completely 
broken down. 

Shelton *° noted a rapid drop in the temperature following the 
intravenous and oral administration of quinine. 

Whiteis and Anthony * report that they have secured favorable 
results from the intravenous administration of mercurochrome 220 


30. Francis, E., and Evans, A.: Agglutination, Cross-Ageglutination and 
\gglutinin Absorption in Tularemia, Pub. Health Rep., June 25, 1926, p. 1273, 
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soluble. Wallace ** has also secured satisfactory results from this drug. 
D. T. Vail, Jr.*t observed that the local application of mercurochrome 
to the primary conjunctivitis was followed by improvement, but 
Wherry * was able to produce tularemia in guinea-pigs by inoculating 
them with material from swabs stained pink with the mercurochrome 
which had been used in the treatment of the eye in this same case. 
It would seem, therefore, that the favorable results obtained from the 
use of mercurochrome intravenously have been due, at least in part, 
to the systemic reaction rather than to the bactericidal action of the 
drug. 


31. Vail, D. T., Jr.: B. Tularense (Squirrel Plague) Conjunctivitis, Arch. 
Ophth. 55:235, 1926. 








EXPERIMENTAL TRANSMISSION OF 
PITYRIASIS ROSEA 


PRELIMINARY REPORT * 


UDO J. WILE, M.D. 
Professor of Dermatology and Syphilology, University of Michigan 
Medical School 


ANN ARBOR, MICH. 


As I live in a university community in which at least 20 per cent 
of the population leaves and returns each week-end, and in which 30 
per cent of the population leaves and returns semi-annually, I have had 
an unusual opportunity to study several large epidemics of pityriasis 
rosea during the past fifteen years. 

During the past five years, I have been much impressed with the 
marked increase in the number of cases of this disease and with the 
frequent occurrence of aberrant forms, many of which are extremely 
severe as compared with the average. Another striking feature which 
has impressed me is the fact that whereas the majority of cases occur 
during epidemics in the spring and fall, there is no time of the year 
in which the disease does not occur. Sporadic cases appear constantly 
during the summer and winter months in increasing numbers. 

The evidences of direct contagion have been striking in not a 
few instances, and during the past four years, they have led me to 
undertake a series of studies with the idea of determining in what 
manner the disease is transmissible, and how readily it may be trans- 
mitted experimentally. 

A large number of the students of the University of Michigan live in 
fraternity and sorority houses ; the remainder live in rooming houses, in 
which from five to ten or more students are housed. The epidemics 
of pityriasis rosea which I have seen have occurred for the most part 
in different houses; that is to say, a single case has occurred in a large 
group and as many as forty or fifty cases have occurred within a space 
of two or three months. 

In a few epidemics, however, I have noted the occurrence of the 
disease in two or three members of the same house, and in one case 
the disease occurred in two young women who occupied the same 
room, ‘Two rather striking facts in this instance were, a lapse of about 
iour weeks between the disappearance of the diseases in the first case 








*Studies and contributions from the Department of Dermatology and 
Syphilology of the University of Michigan, service of Dr. Udo J. Wile. 
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and its development in the second, and the elicited history that the 
second girl had worn an evening dress which belonged to the first 
girl and which the latter had worn when she had had the eruption. 

Another striking feature has been that although the men of the 
university outnumber the women practically four to one, about an 
equal number of cases have been seen in women and in men. How 
much this factor may have to do with the habit of exchange of clothing 
or of other like factors, is difficult to determine. 

With the idea of possibly determining the ultimate cause of this 
disease and of explaining its epidemic character, experimental studies 
were begun about four years ago. On account of the evanescent char- 
acter of the disease and of its occurrence in epidemic cycles, these 
studies have necessarily been interrupted for long periods. 


EXPERIMENTAL WORK 


The first efforts were directed toward determining whether or not 
constitutional symptoms occurred, including changes in the _ blood, 
especially in the severer cases; if these symptoms appeared, this would 
bear out the idea of a specific infection. Whenever it was possible, 
a complete physical examination was made, and in many cases an 
examination of the blood was included; a search was always made for 
regional lymph nodes. Concerning the blood, little was elicited. <A 
slight leukocytosis sometimes occurred in the severe cases, but this 
was so well within the upper limits of normal that it must be dis- 
regarded. More striking, however, was the occurrence, particularly 
in the more severe types of cases, of a general lymphatic enlargement 
analogous to that which is found in the contagious exanthems of the 
milder type (chickenpox and German measles). In a few cases in 
which the eruption was markedly generalized, a slight tenderness was 
noticed, particularly of the axillary lymph nodes. In all cases in which 
adenitis’ was noted, it tended to disappear with the involution of the 
eruption. Lesions of the mucous membrane were found in two of 
the most severe cases ; in one case, in which the eruption lasted eighteen 
weeks, they were present during most of the time as small erosions 


in the buccal mucosa and at the outlet of the vulva. 


In my first experiments I attempted to transmit this disease to 
members of my staff, to myself and to medical student volunteers by 
implanting scrapings of the initial plaque and of secondary lesions 
into the skin of the flank by scarification. This method was employed 
for about two years with uniformly negative results. About two years 
ago, I conceived the idea of blistering the primary plaque, as well as 
the secondary lesions, with cantharides plaster; I then carefully removed 
the blister contents and by scarification and by percutaneous injection, 
I used them in attempting to reproduce the disease. 
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The method of procedure is as follows: 

The patches to be used are first carefully wiped with olive oil, as it has been 
found that the blister is more readily raised when this is done. The plaster is 
then applied, the lesion being completely covered, and is allowed to remain 
for from three to five hours. The patients experience practically no discom- 
fort from this, and at the expiration of the time mentioned, it is found that super- 
ficial vesiculation has occurred in most cases. These vesicles rupture readily, 
and only those which have not ruptured are used for the experiments. A fine 
needle attached to a glass tuberculin syringe is then introduced into the vesicle 
and its contents are carefully aspirated. In my experiments, the contents of the 
initial plaque were not mixed with the blister contents of the secondary lesions; 
the blister contents of several of the secondary lesions, however, were aspirated 
into the same syringe and used for further experimentation. 


As I had absolute knowledge of the harmlessness of the disease 
and likewise of its tendency to produce immunity after one attack, 
untoward effects were not anticipated by such superficial inoculations 
as were made. In every case, of course, a Wassermann test was made 
to eliminate syphilis as a possible latent factor in the donor. The 
material thus gained was inoculated in two ways into members of my 
staff, including myself, and into a group of volunteer medical students : 
In one group, superficial scarification was first performed with 
a scalpel and then a few drops of the blister contents were rubbed in 
as is done in vaccinating for smallpox. In a second group, the blister 
contents were injected directly just below the epidermis; the site of 
election in both cases was on a flank, as the flanks are places of pre- 
dilection for the primary plaque. 

Inoculation experiments were repeatedly performed, at first with 


uniformly negative results, on members of my staff, on myself—six 


persons—as well as on groups of from twelve to fourteen medical 
students. In November of last year, however, during an unusually 
severe epidemic of the disease, the experiments were repeated with 
results which at least were suggestive. Three members of the staff, 
including myself, were inoculated from the blister contents of the 
primary patch, one by scarification and the other two by subepidermal 
injection. At the end of a few days, it was noted that the site of 
inoculation did not disappear as readily as it did in those persons who 
did not show any reaction. A certain amount of itching and local 
discomfort were noted during this time, and at the end of from three 
or four to eight days, an eruption appeared; it did not begin as pity- 
riasis rosea in an initial plaque, but more or less as an explosive form. 
The lesions resembled the smaller type of papule seen in the usual 
case and had a characteristic distribution, but they occurred much more 
sparsely than in the disease in its natural form. In only one case were 
definite ringed lesions present, and there were only two such lesions. 
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The eruption was not accompanied by constitutional symptoms, but 
by definite pruritus, which in at least one case was more noticeable 
than that which occurs in the usual pityriasis rosea. 

Another striking difference in the eruption produced experimentally 
was its rapid disappearance as compared with the disease as it occurs 
naturally. The symptoms or the lesions did not remain more than a 
week in any case. 

In a fourth case, in which a medical student had been inoculated 
by scarification and not by injection, a similar sparse eruption occurred. 
In this case, as in the other three, the local reaction in the form of 
itching and a superficial papule existed longer than in those persons 
who did not show any reaction after the inoculation. 


COMMENT 


In view of the unusual form in which the eruption occurred, and 
in view of its unusual clinical course, it is not proper to state that the 
disease has been experimentally produced. As an eruption resembling 
the smaller lesions of pityriasis rosea, with a similar, although more 
sparse, distribution, occurred in four cases within a few days after 
implantation in the skin of material from violent cases, it seems likely, 
however, that an aberrant form of the disease was reproduced. Studies 
are being continued along these lines, and it is hoped that more definite 
information regarding the nature of the infection will be forthcoming. 

In a few instances, bacteriologic cultures of the aspirated vesicular 
contents of blistered lesions made on ordinary mediums showed either 
uniformly negative results or ordinary cocci commonly found on the 
skin. 

SUM MARY 

1. In three cases, the subepidermal injection of serum obtained by 
blistering the primary plaque and the secondary patches of pityriasis 
rosea resulted in a generalized eruption which in many ways resembled 
the eruption in the disease as it occurs naturally. 

2. Vaccination with the same material resulted in a similar general- 
ized eruption in one case. 

3. The time which elapsed (period of incubation) in all four cases 
varied from a few days to a week. 

4. The eruption did not last longer than eight days in any case. 

5. The epidemic character of pityriasis rosea, the occasional 


lymphatic enlargement and the constitutional symptoms in severe cases 


indicate that it is a mildly contagious disease like German measles. 

6. The experimental evidence of the transmissibility of the dis- 
ease, although far from conclusive, at least points to an infectious agent 
which is present in some form in the local lesions. 





TREATMENT OF URTICARIA WITH EPHEDRINE * 


BEATRICE M. KESTEN, M.D. 


NEW YORK 


Ephedrine is the active principle of the Chinese drug, Ma Huang 
(ephedra vulgaris). It was first isolated by Yamanashi, and recently 
has been studied comprehensively by Chen. Its pharmacologic action 
is similar to that of epinephrine. It has a stimulating action on the 
peripheral vasoconstrictors, and is a cardiac accelerant. It differs from 
epinephrine in being effective whether administered hypodermically or 
orally, in producing a more sustained effect and in its low toxicity. 
Miura observed its mydriatic action on the eye, and since Chen’s * study 
its effects have been observed in many conditions known to be influenced 
by epinephrine. It has been used as an astringent for mucous mem- 
branes, to stimulate circulation and to elevate the blood pressure in 
Addisons’ disease and in other forms of chronic hypotension. 


THERAPEUTIC USES OF EPHEDRINE 

A number of reports have appeared recently on the effectiveness of 
ephedrine in asthma, and Miller * has reported its use in two cases of 
urticaria. Ina case of acute generalized urticaria following pleurisy with 
effusion, the oral administration of ephedrine gave a complete relief from 
subjective symptoms. In the second case, a generalized urticaria of 
serum-sickness, 50 mg. of ephedrine was given orally four times a day, 
with some regression of the symptoms; later, the lesions completely 
disappeared on increasing the number of doses to five during the 
second day. 

REASONS FOR ITS USE IN URTICARIA 

Urticaria is a symptom. The lesions develop acutely after irritation 
of the skin by nettles, insect bites and other irritating substances, such 
as histamine or morphine, on applying to the skin a protein to which 


the patient is allergic, and probably also after the absorption of pri- 


*From the Department of Dermatology of the Vanderbilt Clinic, Columbia 
University. 

1. Chen, K. K., and Schmidt, C. F.: The Action and Clinical Use of 
Ephedrine, J. A. M. A. 87:836 (Sept. 11) 1926. Chen, K. K.: A Pharmacog- 
nostic and Chemical Study of Ma Huang, J. Am. Pharm. A. 14:189, 1924. Chen, 
K. K., and Schmidt, C. F.: The Action of Ephedrine, the Active Principle of the 
Chinese Drug Ma Huang, J. Pharmacol. & Exper. Therap. 24:339, 1924. Chen, 
K. K., and Meek, W. J.: Further Studies of the Effect of Ephedrine on the 
Circulation, J. Pharmacol. & Exper. Therap. 28:31, 1926. 

2. Miller, T. G.: A Consideration of the Clinical Value of Ephedrine, Am. 
J. M. Se. 170:2, 1925; Ephedrine; Use in Treatment of Vascular Hypotension 
and Bronchial Asthma, Ann. Clin. Med. 4:713, 1926. 
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marily toxic substances, such as histamine. Eruptions resembling acute 
urticaria may recur at frequent intervals, or a series of lesions may 
develop almost continuously over a long period. Urticarial attacks may 
alternate with angioneurotic edema, multiform erythema and arthro- 
pathies. In some patients, attacks follow the taking of a certain food; 
in others, they seem to result from the absorption of toxins formed in 
the bowel during constipation or in closed foci of infection. In still 
others, the exciting cause is exposure to cold or heat, or even, appar- 
ently, to some psychic stimulus. 

The urticarial symptoms are probably the result of widely varied 
systemic disturbances in these different groups of patients. In many 
acute and in some chronic cases, protein sensitization may be proved by 
the history or by skin tests, and one is tempted to assume that urticaria 
is always an allergic phenomenon. However, in the majority of chronic 
cases, evidence of allergy is not obtainable. Skin tests often fail because 
the patients respond to nonspecific irritation of the skin by wheal for- 
mation; but in those who do not show this factitious urticaria, results 
of both percutaneous and intracutaneous tests are frequently negative. 

When sensitization to some food or absorption of some toxin can 
be demonstrated, treatment by removal of the causative factor is most 
satisfactory; but when the’ cause of the attacks cannot be determined, 
control of the symptoms has seldom been possible. The wheals often 
disappear temporarily after a hypodermic injection of epinephrine. This 
fact suggested that a longer remission might be obtained by the slower 
and more sustained action of ephedrine administered orally. A number 
of trials of ephedrine in such cases has convinced us that it is of distinct 
value in many cases, and that the results obtained are worthy of report. 


DOSAGE EMPLOYED 


According to Chen, the oral dose of ephedrine sulphate varies from 
50 to 125 mg. The patients in this series received an initial dose of 50 
mg., given orally in capsules of 25 mg. each, or in a 3 per cent solution. 
The doses were repeated at intervals of from two to six hours. The 
administration was continued until the symptoms were relieved, or until 
further administration seemed futile on account of the absence of 
improvement. In some cases in which the patients did not respond to 
the initial dosage, the amount was increased to as much as 120 mg. 
every two hours. 

An attempt was made in each case by questioning and physical 
examination, to discover the presence of any causative factors or a 
history of allergic symptoms. Percutaneous tests were also made with 
the grouped proteins, representing the common foods and contact sub- 
stances, such as pollens, feathers and hair. In testing, a mixture of 
five or six proteins was applied to each scratch. This method is far 
less sensitive than the individual intradermal injection of each protein, 
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but made a wider survey practicable, and is sufficient to reveal any 
marked sensitization. In a few instances in which the history gave a 
clue to possible causative substances, intradermal tests with individual 
proteins were made. Blood pressures were taken both before and 
during treatment. 

Harmful effects due to the ephedrine were not observed. During 
the treatment, a few of the patients complained of such symptoms as 
tremor of the hands, weakness, headache, restlessness, palpitation, 
insomnia, drowsiness and nausea. These were not particularly dis- 
tressing in any instance, but they occasionally necessitated reduction in 
the dosage. A persistent rise of from 5 to 30 mm. occurred in systolic 
pressure during the course of treatment. 


TABLE 1.—Chronic Urticaria 


Duration Results Systolic Period 
Before Possible of Food Blood Dosage of of Obser- 
Treatment Etiology Tests Pressure Ephedrine Result vation 


7 months Consti- Negative 120 60 mg. every Unim- 2 weeks 
pation 3 hours for proved 
1 week 


4 years 0 Negative : 25 mg. every Unim- 4 months 
3 hours for proved 
7 weeks 


1 month Negative one 10mg.every Improved 3 months 
3 hours for 
2 weeks 


6 weeks Not given f 20 to 30 mg. Cured 2 months 
every 3 hours 
for 4 weeks 


2 years Consti- Negative 100 120 mg. every Improved 3 months 
pation 2 hours for 
1 week 


2 months 0 Fruits wae 10 mg. every Cured 1 month 
3 hours for 


In the tables, ¢ indicates male and 2 female. 


oO 


EFFECT IN CHRONIC URTICARIA 

The results obtained in six cases of chronic urticaria are summarized 
in table 1. In all of these, the symptoms had persisted long enough to 
make their sudden disappearance without treatment improbable. Two 
of the patients were constipated. This condition was corrected at the 
same time that the treatment with ephedrine was begun. One was 
definitely allergic, as evidenced by a history of eczema and positive skin 
reactions to fruits. In this case, foods to which a reaction was detected 
were eliminated from the diet two weeks before the administration of 
ephedrine, but without result. After the patient had the drug for one 
week, the wheals entirely disappeared, and he remained free from symp- 
toms for a month, even when he took foods to which his skin reacted. 
This was the most definite response obtained. In a patient who had had 
urticaria for six weeks, the condition cleared up after four weeks of 
treatment with ephedrine, but the possibility that the cure was spon- 
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taneous could not be ruled out. Two other patients were relieved of 
pruritus, but continued to develop occasional wheals. Two remained 
unimproved. 


RESULTS IN URTICARIA WITH ANGIONEUROTIC EDEMA 


Much more satisfactory results were obtained in a group of eleven 
cases of urticaria and angioneurotic edema. The results are sum- 
marized in table 2. 


TaBLeE 2.—Chronic Urticaria with Angioneurotic Edema 





Duration Results Systolic Period 
Before Possible of Food Blood Dosage of of Obser- 
Treatment Etiology Tests Pressure Ephedrine Result vation 


3 years Consti- Negative 120 50 mg. every Cured 8 months 
pation; 6 hours for 4 weeks, 
abscess 25 mg. every 4 hours 
for 2 weeks 
Not 108 75 mg. every Cured 6 months 
given 3 hours for 
5 days 


Consti- Negative 138 6 mg. every Cured 6 months 
pation 4 hours for 
10 days 


8 months Consti- Fruit 110 120 mg.every Cured 6 months 
pation 2 hours for 4 days, 
70 mg. every 2 hours 
for 10 days 


4 months Abscess Negative 90 60mg. every Cured 2 months 
2 hours for 2 days, 
30 mg. every 2 hours 
for 5 days 


Endo- Ovo- 125 50 mg. every Unim- 3 months 
metritis mucin 3hours forl proved 
week, 25 mg. 
every 3 hours 
for 5 weeks 


6 years Consti- Negative 50 mg. every Cured 3 months 
intermit- pation 4 hours for 
tent 1 week 


5 months Consti- Negative 70 mg. every Improved 2 months 
pation 3 hours for 
4 weeks 


1 month Naneduit Negative 50 mg. every Improved 5 months 
3 hours for 
6 weeks 


50 mg. every Unim- 7 months 
4hours for2 proved 

weeks, 25 mg. 

every 3 hours 

for 2 months 


4 years Consti- Negative { 6) mg. every Cured 3 months 
pation 3 hours for 
2 weeks 





As possible etiologic factors, chronic constipation was observed in 
six cases, and infection in three: an alveolar abscess, a suppurative 
endometritis and a pyogenic abscess of the subcutaneous tissues of the 
thigh. In the cutaneous tests, one patient reacted to ovomucin and one 
to a group of fruits. In two patients, constipation was relieved before 
treatment with ephedrine was begun, but relief from symptoms was 
not obtained in the remaining four patients ; an anticonstipation regimen 
was begun at the same time that ephedrine was administered. Eggs 
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were eliminated from the diet of the patient giving a positive reaction 
to ovomucin. The patients were not treated for the abscesses until 
the effect of ephedrine had been tried. The persistence of infection in 
the patient with endometritis may account for her failure to respond 


to the drug. 

In seven of these patients, symptoms completely disappeared during 
the administration of ephedrine; in two, there was distinct relief 
from symptoms (edema and pruritus), and the other two were unaf- 


fected. 

Improvement was gradual. The sudden disappearance of the 
wheals, which occurs after the injection of epinephrine, was not observed 
in either group after ephedrine was taken by mouth. The edema was 
the first symptom to disappear, and with this the pruritus diminished. 
Then the wheals occurred less abundantly and at longer intervals, until 
they gradually failed to appear. 

It is possible-that in some of the cases of brief duration, the dis- 
appearance of the symptoms may not have been due to the drug, but in 
several of the long-standing cases, the control of the symptoms by 
ephedrine seemed unmistakable. A surprising fact, for which an 
explanation is not offered, was that the symptoms seldom recurred 
after the drug was discontinued. 

A short history of two of the cases may be of interest. 


Case 1.—History.—A. B., aged 51, a housewife, had had intermittent attacks 
of swelling of the right eyelid and hives on the body for six years. She asserted 
that attacks followed the ingestion of certain foods, such as cabbage, cauliflower, 
onions, fish and strawberries, but that lesions recurred in spite of abstinence from 
these foods. She was chronically constipated. 

Examination—There was moderate edema of both lids of the right eye with 
increased lacrimation. One wheal was found over the right zygoma, and small 
irregular wheals were scattered over the trunk. The blood pressure was 120 
systolic and 70 diastolic. Food tests with all of the foods named gave negative 
results. 

Therapy and Course-—Fifty milligrams of ephedrine sulphate was given orally 
every four hours, and the foods which were said to cause wheals were avoided. 
The wheals and edema disappeared the following day. There was a slight recur- 
rence of wheals on the trunk two days later. After one week of this treatment, 
an unrestricted diet was substituted, constipation was corrected and ephedrine was 
discontinued. The patient insisted on abstaining from foods which she thought 
caused the attacks. Five weeks later she was instructed to take 30 mg. of 
ephedrine orally and to eat cabbage salad one hour later. No urticaria or edema 
appeared. According to the last report, the patient had been free from attacks for 
three months. 

Case 2.—History.—D. C., aged 35, a woman, stenographer, gave a history of 
daily attacks of giant hives for eight months and transient extensive swellings of 
the extremities and face for six months. At the onset the patient had adhered 
strictly to a diet eliminating all meats and dairy products for three months, without 
improvement. Then followed a three weeks’ rest at the seashore with complete 
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absence of symptoms, but after she returned to town the attacks were even more 
severe than before. For three months the patient had been unable to work 
because of the intense swelling of the face, which was usually present on awaken- 
ing, but which gradually faded during the day. The diet at this time was well 
balanced, except that it was low in fluid intake. The patient had been constipated 
for three years. 

Examination.—Generalized urticarial wheals were disseminated over the trunk 
and upper extremities. There was edema of the right side of the face, causing 
ptosis of the lid, and edema and numbness of the right forearm and hand. The 
blood pressure was 110 systolic and 65 diastolic. Sergent’s line was positive. 
Food tests showed moderate reactions to apple, banana, fig, pear, pineapple, 
blackberry, grape, huckleberry, raspberry and strawberry. 

Therapy and Course-——Ephedrine sulphate in doses of 120 mg. was given orally 
every two hours. After four days of this therapy alone, the edema had entirely dis- 
appeared and the pruritus was greatly relieved, but the wheals persisted. There was 
a visible tremor of the hands and palpitation; the blood pressure was 140 systolic 
and 70 diastolic. The patient complained of insomnia. At this time the ephedrine 
was reduced to 70 mg. every two hours, and a diet of milk and rice was prescribed. 
The following day the wheals disappeared. On the ninth day the blood pressure 
was 130 systolic and 70 diastolic, and the patient had been free from all symptoms 
for four days. The diet was no longer restricted, but the ephedrine was continued 
for a week longer. Constipation was corrected. The patient has remained free 
from symptoms for six months. 


USE OF EPHEDRINE IN ALLIED CONDITIONS 


Three patients with papular urticaria, two with erythema multi- 


forme and two with chronic eczema were treated without relief except 
for lessened itching. One patient with a mild urticaria following the 
administration of serum, but with no other symptoms of serum-sickness, 
took 25 mg. of ephedrine orally every three hours for two days without 


influencing the urticaria. She refused further medication on account of 
drowsiness and nausea. 
COMMENT 

The patients in this series illustrate the difficulty in determining the 
cause of chronic urticaria in most instances. The only factors of pos- 
sible etiologic importance that we could detect were focal infection in 
three cases, chronic constipation in eight and protein sensitization evi- 
denced by positive skin reactions in three of the fifteen in which tests 
were made. The most interesting observations were a distinctly sub- 
normal hlood pressure in seven and absence of the slightest hypertension 
in all of the cases. 

The response to ephedrine was not uniform, as was to be expected 
from the fact that the symptoms might be due to a variety of causes. 
It is impossible to predict in any case whether a _ response to 
this treatment will be obtained. In some patients, however, especially 
those with angioneurotic edema, the effect of the drug seemed indis- 
putable, and it is interesting that in several who had had urticarial 
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symptoms almost continuously for years, the condition cleared up 
after the administration of ephedrine, and they remained free from 


symptoms for some months after medication was discontinued. This 


fact and the apparent harmlessness of the drug in moderate doses con- 
vince one that the administration of ephedrine should be tried in crypto- 
genic chronic urticaria with angioneurutic edema, and that a relief from 
symptoms, sometimes lasting, may be expected in a considerable pro- 
portion of such cases. 

SUMMARY 


Six patients with chronic urticaria were treated with ephedrine 
sulphate orally, with complete relief in two and improvement in two. 

Eleven patients with chronic urticaria and angioneurotic edema were 
similarly treated. Seven were cured, two were improved and two were 
unimproved. 


CORRECTION 


The title of the paper presented by Drs. Oliver and Finnerud before the 
Chicago Dermatological Society, at its meeting on January 12, was incorrectly 
given in the Transactions of that meeting as published in the July issue of 
the ArcHIVES OF DERMATOLOGY AND SyYPHILOLOGy, page 86. It should have 
read “Leukoderma [instead of Leukemia], Congenital, Hereditary.” 





Editorial 


SOME CRITICISM OF US 


Somebody is always taking the joy out of life. Here we have been 
going along thinking American dermatology was doing pretty well, when 
Dr. Fox, ina letter to The Journal of the American Medical Association 
of July 9, calls attention to what Dr. Louis B. Wilson, pathologist of the 


Mayo Foundation, thinks of us. 
Dr. Wilson has been studying graduate medical education in Europe, 
and has made a survey of the whole field. Here is what, and all, he 


says about European dermatology : 


Why dermatology has been so slow in developing in America is difficult to 
Certainly it is not from lack of material, as used to be thought 


explain. 
Yet many of the largest cities in the United 


[parenthetically, by whom?]. 
States are without competent dermatologists, and very few places in the United 
States provide the graduate student with the opportunity to study more than 
the mere rudiments of his specialty. In Europe there are many such, probably 


with Vienna and Paris still leading. 


It must be said that, in general, Dr. Wilson finds European post- 
graduate education better than American, but we are not concerned with 


that. Our concern is, How accurate is his judgment of American 
dermatology. He does us a favor by raising this question. 

It is salutary to be criticized, for chastening doubtless is, as alleged, 
good for the soul; certainly it tends to keep a man from getting a 
superiority complex, and makes him more tolerable to his fellows. At 
any rate, it will not do us any harm to search our souls and consider 
Dr. Wilson’s rather brutal statement: ‘Why dermatology has been so 
slow in developing in America is difficult to explain.” If it is true, the 
answer is, apparently, because we have been stupid; it is certain that 
for seventy-five years we have had access to the dermatologic knowledge 
of the world, facilities for practicing dermatology in our great centers 
and, as Dr. Wilson says, no lack of material. But is his premise true 
that dermatology has been slow in developing in America? Even after 
searching ourselves in the most humble way we are inclined to believe 
that Dr. Wilson’s statement is an illustration of Hippocrates’ aphorism 
“that judgment is difficult” and, as a corollary, that superficial judg- 
ments are apt to be wrong. 

There are several ways in which to judge the capacity of any spe- 
cialty: by the world standing of its prominent men, by its contributions 
to knowledge and by the competency of its practitioners. We are a 
somewhat crude and young country, so that for any of the specialties we 
have to make our comparisons during the last seventy-five years. In 
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that time we have apparently had a respectable group of American 
dermatologists. Certainly, seventy-five years ago Americans began to 
take advantage of training under the brilliant men who had arisen in 
dermatology abroad and we quickly developed some eminent men, who 
have always stood fairly well among the great in dermatology. White in 
Boston; Taylor, Piffard, Heitzman, Robinson, Fordyce and George 
Henry Fox, in New York; Duhring and Hartzell in Philadelphia; Hyde 
in Chicago, and Hardaway in St. Louis—these men have been recog- 
nized the world over as leaders in dermatology. They have made 
important contributions to its knowledge; they have widened not only 
the knowledge of clinical dermatology and therapeutics but also that of 
the etiology and pathology of disease. 

And they have been followed by a pretty good group of competent, 
productive men. 

We are not going to add anything to the complacence of any of the 
present generation by reciting names, but surely American dermatology 
today is giving a good account of itself in its scientific productiveness. 
We do not want to brag on ourselves, but we think the pages of the 
ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY contain sufficient evi- 
dence of this. If Dr. Wilson wants to get some idea of what is being 
done in dermatology in America as compared with the rest of the world, 
we invite him to take any volume of the ArcuivEs or of its predecessor, 
the Journal of Cutaneous Diseases, for the last fifteen years, and, in the 
words of the epitaph of Sir Christopher Wren, in St. Paul’s, circum- 
spice. Then, let him refresh his memory with any corresponding journal 
in any other part of the world. With all the humility that we are able 
to assume we believe we will make a pretty good showing. And, then, 
if he wants to pick out some person whose work would bear comparison 
with that of almost anybody, we would suggest that he consider 
Duhring. We think we are correct in saying that as far back as forty 
years ago Duhring’s book on diseases of the skin was regarded as the 
outstanding one of the world. His generalization that established 
dermatitis herpetiformis has had wide acceptance as one of the feats of 
modern dermatology. 

In therapeutics we have done a fair share. The most original 
developments in dermatologic therapeutics in the last forty years are the 
therapeutic uses of radiant energy, of refrigeration, of anaphylactic 
shock and of chemotherapy. American dermatology has had a consider- 
able part in the development of all of these. Of course, therapeutics is 
rather low brow stuff; but, after all, curing our patients is one of our 


functions, and we venture to mention that subject as one for comparison. 


As to the competency of the present generation, it is not for us to 
speak; we do not want to seem immodest; but in thinking of our weak- 
ness in comparison with our foreign colleagues we take some consolation 
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in the fact that one is always inclined to regard with awe the savant 
whom one knows by reputation and whose language one speaks halt- 
ingly. Distance lends enchantment to other things besides views. 

Another one of the criticisms which comes to us as something of a 
shock is that many of the larger cities of the United States are without 
competent dermatologists. Of course, competent is a relative term, but 
for comparison, applying it to pathologists, are competent men in 
Dr. Wilson’s line more widely distributed than they are in dermatology ? 
One of the things that most of us who are getting older have been 
thankful for in the last few years is that, because of the work in the 
centers of dermatologic teaching in this country, there are now what 
we consider competent men in widely scattered localities. 

In his letter, Dr. Fox has answered well the criticism that this 
country is lacking in opportunities for dermatologic study. We would 
call attention to one point in this connection and that is that we have now 
in America, among our outstanding younger men, some who are unques- 
tionably in the first flight of scientific competency and productiveness, 
whose entire training has been obtained in America. With these men 
in mind, we think we know of several places in this country that provide 
the graduate student with the opportunity to study more than the mere 
rudiments of the specialty. In fact, we believe that for a number of 
years we have had enough centers of teaching that are turning out 
competent dermatologists to meet the demands of the country. In the 
face of the exhibit that we can produce of younger men now coming 
from our centers of teaching, well prepared in the best sense of the 
word, we are inclined to believe that the question of the postgraduate 
teaching of dermatology is being pretty well taken care of. Of course, 
this training is not good enough—it never will be, as long as we have 
the proper spirit; but in comparison with other lines of medicine, we 
have no particular reason, in view of our present showing, for the exer- 
cise of an excess of the virtue of humble restraint when we are 
challenged. 

Far be we from asserting that there are not many excellent places to 
study dermatology in Europe; there have been for many years, and we 
are grateful for the opportunities that they have afforded us. But that 
is a different thing from indicating that we are woefully lacking here. 
It is well to see the work of other men, and to that end going to Europe 
after one has been trained here is a broadening experience—an experi- 
ence that doubtless would apply to one of any nationality visiting another 
country of culture. But, from the briefness of his comments on 
Europear dermatology, we fear Dr. Wilson did not find out much about 
it. We are glad that he did not visit Pautrier in Strassbourg, Bruno 
Block in Zurich or Jadassohn in Breslau, not to mention a good many 
others; if he had, we fear he would ave thought even less of us than 


he does now. W. A. P. 





News and Comment 


GENERAL 


Statement on Vaccination by the Surgeon Generals.—The circulation of 
false statements to the effect that vaccination against smallpox may cause 
syphilis has led to the issuing of a statement that syphilization as a result 
of vaccination does not occur. The statement is signed by Surg. Gen. Merritte 
W. Ireland, U. S. Army; Surg. Gen. Edward R. Stitt, U. S. Navy, and Surg. Gen. 
Hugh S. Cumming, U. S. Public Health Service. Since 1917, the U. S. Army 
has vaccinated about 4,700,000 of its personnel and the U. S. Navy about 950,000 
members of its personnel; of this total of 5,650,000 persons, not one ever 
developed syphilis as a result of vaccination, and in not one of them was there 
ever any suspicion of syphilis in connection with vaccination. During this 
same period, the U. S. Public Health Service vaccinated 2,918,748 persons in 
connection with its quarantine, immigration and hospital work, and no one 
has ever alleged that any particular person has contracted syphilis as a result 
of this vaccination. During the last ten years more than 2,000,000 persons, 
including school children, have been vaccinated by state and local health author- 
ities in cooperation with the U. S. Public Health Service. Thus a grand total 
of 10,568,748 vaccinations has been recorded by the government medical services, 
and not one of the three surgeon generals has ever received an allegation or a 
statement charging that any particular person of this number has contracted 
syphilis as a result of vaccination. 

New Experiment of Skin Infection—At the Takeo Laboratory of Osaka 
Medical College, under the direction of Dr. Sata, Drs. Miyai and Matsuzaki 
have for a few years been engaged in experimenting on the possibility of 
causing infection with tubercle bacilli through intact and. healthy skin. They 
recently published their third report showing that typhoid bacilli and the 
cholera vibrio, when smeared on the intact skin, can easily pass through, 
reaching lymphatic glands in a short time, and in a few hours the infecting 
agents can be seen in various viscera and in the blood. The government 
infectious disease laboratory supports the statements of the investigators. 


CALIFORNIA 


Appointment of Dr. Way.—Dr. Stuart C. Way has been promoted to a 
clinical instructorship in medicine (dermatology) at the Stanford University 
School of Medicine, San Francisco. 


INDIANA 


Appointments at Indiana University.—The following appointments to the 
faculty of Indiana University School of Medicine, Indianapolis, have been 
announced : 

Drs. Alvin E. Newman and John R. Brayton have been appointed assistants 
to the department of dermatology and syphilology. 


NEW YORK 


Appointment of Dr. Tulipan—Dr. Louis Tulipan has been appointed 
instructor in dermatology and syphilology at University and Bellevue Hospital 
Medical College, New York. 








Abstracts from Current Literature 


Pityriasis RosEA oF THE ScALtp: AN ALtMost INVARIABLE LOCALIZATION OF 
THE DiseASE IN CHILDREN. H. HaxtHausen, Brit. J. Dermat. 39:141 
(April) 1927. 

The author discusses the frequency with which pityriasis rosea in children 
is associated with involvement of the scalp. Of seventy-two cases of this 
disease examined during the past year, twelve were in children under 15 
years of age; in eleven of these a distinct scalp eruption was present, while 
not a single scalp eruption was noted in an adult. The differentiation from 
pityriasis simplex and ringworm is mentioned. He concludes that pityriasis 
rosea on the scalp is not an exceptional occurrence, as far as children are 
concerned; and that if one holds the conception of pityriasis as an infective 
disease, it leads to the supposition that in childhood the scalp is lacking in 
certain protective qualities, which are not acquired until the age of puberty. 
This fact already pointed out by Kumer would show a striking analogy to 
the conditions in ringworm, and the author feels that his observations, in a 
certain measure, tend to support the theory according to which pityriasis 
rosea is due to a species of fungus as yet unknown. 


THe CatctumM CONTENT OF THE BLoop SERUM IN SKIN Diseases. G. H. PERCIVAL 
and C. P. Stewart, Brit. J. Dermat. 39:144 (April) 1927. 


The serum calcium values obtained by the authors in a variety of skin 
conditions are presented in two tables. Psoriasis, chronic erythema of the 
legs, erythema induratum, seborrheic dermatitis, ulcus cruris, lichen planus, 
lupus erythematosus and dermatitis are among the conditions enumerated in 
the authors’ tables. The method of analysis employed was that of Kramer and 
Tisdal, and the normal figure ranged from 9.2 to 10.2 mg. per hundred cubic 
centimeters of serum. In the estimation of diffusible calcium a method of 
collodion filtration was used. They state that their figures are in accord 
with those of previous observers, and do not suggest that in the commoner 
skin diseases there is any great departure from the normal of the serum calcium 
content. Variations in the diffusible portion were within normal limits in 
the cases in which this fraction was determined. The serum calcium was 
distinctly low in one case of Raynaud’s disease and of papulonecrotic tuber- 
culid, and in two cases each of purpura and lupus erythematosus. Since 
definite malnutrition was present in these cases, the authors are of the opinion 
that the diminished serum calcium was rather one manifestation of a general 
condition than a factor in the etiology of the cutaneous disorder. Alterations 
in the serum calcium were induced by the authors in several cases of Bazin’s 
disease, chronic erythema of the legs, chronic leg ulcer, psoriasis, acne pustulosa 
and lupus erythematosus, by the administration of parathyroid extract of Collip. 
A definite rise in the total serum calcium was obtained in all the cases men- 
tioned, but the clinical picture of the respective conditions was not altered. 
The authors conclude that in the diseases mentioned an etiologic relationship 
does not exist between deranged calcium metabolism and the onset and sub- 
sequent course of the condition. 
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Unusuat Case or Rapio-DerMatiITIs AND Nevuritis. W. J. O'Donovan, Brit. 
J. Dermat. 39:149 (April) 1927. 


A woman, aged 28, developed soreness in both hands, with subsequent ulcer 
formation, after holding the heads of her three children while they received 
roentgen-ray treatment at a “clinic.” The estimated exposure was probably a 
15 pastille dose. Blistering of the thumbs and fingers was noted ten days later. 


WIEN, Chicago. 


Two CASES OF GENERAL PARALYSIS TREATED BY INJECTIONS OF A BRAND OF 
ACETARSONE (StTovARSOL). J. Cornit and J. HAUSHALTER, Bull. Soc. france. 
de dermat. et syph. 34:34, 1927. 


In two cases, improvement followed the administration of pentavalent arsenic. 


Pseupo-SYPHILITIC CHANCRES DUE TO CAUTERIZATION WITH CHRONIC Actin. P. 
Micuon, Bull. Soc. franc. de dermat. et syph. 34:36, 1927. 


The patient had applied chromic acid to three papillomas in the sulcus, and 
the resulting ulcers closely resembled syphilitic chancres, even to the point of 
painless enlargement of the inguinal lymph nodes. They were proved to be 
nonsyphilitic. 


Hersps FOR VeRRUCAE. P. MicnHon, Bull. Soc. frang. de dermat. et syph. 34:36, 
1927. 


A girl applied the fresh juice of the morning glory (Euphorbia helioscopia L.) 


to numerous verrucae vulgares, night and morning, for a month, and they dis- 
appeared. The juice is an irritant. 


SYMMETRICAL SCLERODERMA TENDING TO EXTEND OVER THE UPPER EXTREMITIES. 
P. Stmon and P. Micuon, Bull. Soc. frang. de dermat. et syph .34:38, 1927. 


In a woman, aged 27, with hyperthyroidism, the scleroderma involved the 
upper extremities and face, and was of two years’ duration. 


A Case oF PsEupo-XANTHOMA ELAsTICUM. J. WaATRIN and CREHANGE, Bull. 


Soc. frang. de dermat. et syph. 34:39, 1927. 

A doughy, lilac-colored tumor 24 cm. long and 15 cm. wide was present on 
the left arm of a girl, aged 18. It was of nine years’ duration, having been 
formed by the confluence of small tumors; such tumors were found on the 
other arm and on the chest. The histologic observations are described. 


PEMPHIGUS BEGINNING IN THE MOUTH, WITH RETARDED CUTANEOUS MANIFESTA- 
TIONS. WATRIN, Bull. Soc. franc. de dermat. et syph. 34:39, 1927. 
For the first five months only the mouth was involved; three months later 

the case ended fatally. 

Stuvy OF A CASE OF GRANULOMA PYOGENICUM. DE LAVERGNE and P. MIcHoN, 
Bull. Soc. frang. de dermat. et syph. 34:40, 1927. 


The small tumor appeared rapidly after injury by shears used on diseased 
sheep (the disease being undiagnosed). 
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SCLERODACTYLY AND PROGRESSIVE SCLERODERMA WITH ENDOCRINE TROUBLES. L. 
SPILLMANN, CREHANGE and WEILL, Bull. Soc. frang. de dermat. et syph. 
34:41, 1927. 


Pigmented areas, like those in Addison’s disease, were present. Supra- 
renal extract was injected and given orally, and ionization with potassium 
iodide was employed locally. 


ERYTHRODERMA AND PoLyNEuRITIS DUE To ARSPHENAMINE. L. Cornit and E. 
Pierson, Bull. Soc. frang. de dermat. et syph. 34:43, 1927. 


In a chronically alcoholic patient, aged 50, the fifth injection of neoarsphen- 
amine was. followed immediately by erythroderma. Two days later pain, 
paresthesia and abolition of reflexes was noted in the lower and upper 
extremities. Gradual improvement ensued. 


ENDOCRINE TROUBLES WITH AoRTITIS IN A PATIENT WITH CONGENITAL SYPHILIS. 
WatrIN, RicHARD and CRrEHANGE, Bull. Soc. frang. de dermat. et syph. 
34:46, 1927. 

In a woman, aged 40, with pronounced hypothyroidism, combined glandular 
and antisyphilitic treatment was not beneficial. 


CONGENITAL SYPHILIS AND THE ENDOCRINE GLANDS: ROLE oF BtoLocGic TEstTs. 
L. SpILLMANN and J. L. Crenance, Bull. Soc. franc. de dermat. et syph. 
34:47, 1927. 

In many cases of congenital syphilis, the authors used glandular therapy 
in conjunction with the usual antisyphilitic treatment. This procedure was 
placed on a firmer basis by the use of tests to determine the glandular condition. 


ARSENIC AND Psoriasis. JEAN BeNnecH, Bull. Soc. franc. de dermat. et syph. 
34:50, 1927. 
The author urges that arsenic be given in high dosage and for a long time. 
He has had good results, following the intramuscular use of a drug called 
“Arsylene.” 


Lec Utcer IN A Girt or 13, TREATED WitHout Success AS A TUBERCULID; 
NEGATIVE SEROLOGY ; RAPID CURE WITH THE ARSPHENAMINES. L. SPILLMANN, 
Bull. Soc. frang. de dermat. et syph. 34:53, 1927. 

The ulcer had been present for two years, and the girl did not show any 
other sign of syphilitic infection. Spillmann recommends a therapeutic test 
for use in such obscure cases. 


HyYPERCHROMIA OF THE FACE, OF THE TYPE OF CHLOASMA, IN THE COURSE OF A 
DEBILITATING SECONDARY SyYPHILIs. L. SPILLMANN, Bull. Soc. franc. de 
dermat. et syph. 34:54, 1927. 

In a girl, aged 23, the hyperpigmentation faded under treatment with neo- 
arsphenamine and epinephrine hydrochloride. 


PRESENTATION OF A HiGH-FREQUENCY APPARATUS FOR DIATHERMO-COAGULATION 
Bonnet, Bull. Soc. frang. de dermat. et syph. 34:55, 1927. 


The apparatus is described. 
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Tue NEUROTROPISM OF ACQUIRED SYPHILIS IN PATIENTS WITH CONGENITAL 
Sypuitis. E. Ausry and L. Cornu, Bull. Soc. frang. de dermat. et syph. 
34:57, 1927. 

The authors contend that general paralysis is frequently the result of 
acquired syphilitic infection in a patient with congenital syphilis of the first 
or second generation. They have seen cases presenting signs of congenital 
syphilis. They have observed general paralysis in parent and child, and even 
in three generations. 


LATE XERODERMA PIGMENTOSA. LousTE, CALLIAU and DucourtTioux, Bull. Soc. 
franc. de dermat. et syph. 34:69, 1927. 


In a Turkish Jewess, aged 55, the clinical picture was that of xeroderma 
pigmentosum with epithelioma formation. The condition had developed between 
the ages of 5 and 12 years. 


URTICARIA. PIGMENTOSA; NItTRITOID CRISES PRECIPITATED BY APPLICATIONS OF 
CRYOTHERAPY (Soiip Carson Droxipe). Louis Bory, Bull. Soc. franc. de 
dermat. et syph. 34:75, 1927. 


’ 


A girl, aged 15, presented an eruption of eleven years’ duration. When 
solid carbon dioxide was applied to a macule, there was an immediate 
nitritoid reaction. 


PRURITUS OF THE ANUS AND VULVA, oF LONG STANDING, CURED BY THE Cor- 
RECTION OF A UTERINE RETROVERSION. FAMILIAL CONGENITAL SYPHILIS. 
Louts Bory, Bull. Soc. frang. de dermat. et syph. 34:76, 1927. 


A woman, aged 40, with suspected congenital syphilis of the third genera- 
tion, had had stubborn pruritus for twenty-five years. The pruritus disappeared 
after the operation. 


SypHitis BEGINNING IN THE LymMpH Nopes; A SECONDARY PAPULAR CHANCRE; 
RESISTANCE TO INTENSIVE TREATMENT. Louis Bory, Bull. Soc. frang. de 
dermat. et syph. 34:79, 1927. 


The penile lesion which seemed to be a chancre had appeared at the same 
time as the secondary eruption, which was papular. The eruption did not 
begin to fade until after the sixth arsenical injection, and then afebrile icterus 
developed. 


A Case oF PARAPSORIASIS IN A SypuHILitic PATIENT. Marcet Prinarp, JEAN 
Meyer and Martineva, Bull. Soc. frang. de dermat. et syph. 34:81, 1927. 


A slightly pruritic lichenoid eruption of the trunk, present for twelve years 


in a man of 56, first appeared four years after a chancre. 


Two Cases or EryTHEMA INDURATUM: THE First OF THE GIANT AND THE 
SECOND OF THE Dwarr Type, Both ACCOMPANIED BY PAPULONECROTIC TUBER- 
cuLIps. GouGErot and FiLuior, Bull. Soc. frang. de dermat. et syph. 34:84, 
1927, 


In the first case the nodules had become confluent, forming a plaque 10 
centimeters square, with papulonecrotic tuberculids superimposed. In_ the 
second case, all lesions were superficial. 
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SIMULTANEOUS APPEARANCE OF LEFT THORACIC ZOSTER AND A PARALYSIS OF THE 
Lert SEVENTH, AND THEN OF THE THIRD, FoURTH AND FIFTH SEGMENTS, IN 
A TUBERCULOUS PATIENT WITH TABES. LATENT SYPHILIS AROUSED BY ZOSTER. 
Goucerot, Fittio. and MEeERKLEN, Bull. Soc. franc. de dermat. et syph. 
34:84, 1927. 


In a man, aged 42, the paralysis was considered to be of syphilitic origin. 


LyMPHANGIOMA TUBEROSUM OF THE SCALP. A. SeEzary and F. Benotst, Bull. 
Soc. frang. de dermat. et syph. 34:85, 1927. 


The patient, a woman, had first noticed the tumor six years previously. 
The histologic diagnosis was fibrolymphangioma. 


PHAGEDENIC CHARCROID OF THE ABDOMINAL WALL, CONSIDERED AS LyMPHO- 
GRANULOMATOSIS, OF TWENTY-SEVEN MontHs’ DuRATION, CURED IN FIFTEEN 
Days BY HETEROTHERAPY. G. MILIAN and LENORMAND, Bull. Soc. franc. de 
dermat. et syph. 34:88, 1927. 


The abdominal wall had become involved by extension from a broken-down 
bubo. The bacillus of Ducrey was found in a lesion produced by auto- 
inoculation. There was no sign of syphilis, but the lesion cleared up rapidly 
when mercury cyanide was given intravenously. 


TERTIARY SYPHILITIC SEPTICEMIA. LENORMAND, Bull. Soc. frang. de dermat. et 
syph. 34:92, 1927. 


The infection had remained apparently latent for over thirty years, until 
multiple ulcerating gummas and tachycardia appeared. 


A CAseE or SypPHILitic “SpIna-VENTOSA,” WITH RADIOGRAPHY. P. GASTINEL and 
P. Mutter, Bull. Soc. franc. de dermat. et syph. 34:94, 1927. 


A phalangeal lesion of three years’ duration, in a man of 30, at first had 
been mistaken for a tuberculous process, and amputation had been advised. 
It improved remarkably after four mercurial injections. 


THE TREATMENT OF NEVOCARCINOMAS BY ELECTROCOAGULATION. PAuL RAVAUT 
and Marcet Ferranp, Bull. Soc. franc. de dermat. et syph. 34:96, 1927. 


The authors report good results in twenty-six of thirty cases treated by 
this method. 


A Case or BoweENn’s PRECANCEROUS DeERMATOSIS FOLLOWED By CANCER. W. 
DesrEvILH and L. Macimet, Bull. Soc. franc. de dermat. et syph. 34:130, 
1927. 


In a woman, aged 61, lesions were present on the scalp, trunk and extremities, 
and especially on the feet. A cancer had developed on one foot. The histologic 
observations in four biopsy specimens are described. 


PityrR1Asis RosEA WITH INITIAL PLAQUES ON THE Face, FoLLow1iNG A WaAspP- 
Bite. Hissarp, Bull. Soc. frang. de dermat. et syph. 34:105, 1927. 


One patch appeared on the cheek two or three days after the injury; a 
day later, two other patches appeared on the face. In twelve days a wide- 
spread eruption appeared. 
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STATISTICS OF CASES OF SYPHILIS SEEN IN Houses OF TOLERANCE IN THE 
Paris1AN District FROM 1917 to 1926. L. Brizarp, Bull. Soc. frang. de 
dermat. et syph. 34:106, 1927. 


During the past decade, only twenty-six cases of early contagious syphilis 
were found in thé recognized establishments, while 4,361 cases were found among 
women of the streets. 


THE GLYCERIN-ALCOHOL SOLUTION OF CoPPER SULPHATE: A Note CORRECTING 
THE Report oF May, 1926 (ALcoHOLIC CoppER SULPHATE IN DERMATOLOGY). 
Jean Meyer and ANTOINE JARDET, Bull. Soc. frang. de dermat. et syph. 


34:110, 1927. 
The formula is: 


Anhydrous copper sulphate ; 0.1 Gm. 
Glycerin : 2. Gm. 
Absolute alcohol 18. Gm. 


Since copper sulphate is insoluble in alcohol, it is first dissolved in the glycerin 
at 30 C., and the alcohol is then added, a stable preparation resulting. 


APPEARANCE OF PLAQUES OF LEUKODERMA FOLLOWING AN ERYTHEMA DUE TO 
ULTRAVIOLET Rays (ARTIFICIAL SUNBURN). E. JusTER, Bull. Soc. franc. de 
dermat. et syph. 34:111, 1927. 


The leukoderma appeared four or five days after the erythema on the legs 
of a man, aged 60. 


GRANULOMA ANNULARE: (CuRE FOLLOWING VACCINE THERAPY. SEZARY and 
VAUDREMER, Bull. Soc. frang. de dermat. et syph. $4:112, 1927. 


Great improvement followed twelve injections of an antituberculous vaccine. 
The technic of preparing the vaccine is described. 


TRIAL OF A NEW PREPARATION OF BISMUTH AND MERCURY IN THE TREATMENT 
oF SYPHILIS. CHARLES Fouguet and JEAN MicHAvux, Bull. Soc. frang. de 
dermat. et syph. 34:115, 1927. 


The authors used a suspension of the basic carbonate of bismuth and mild 
mercurous chloride in olive oil. They report their results in eighteen cases 
of late syphilis, and recommend it especially for use in neurosyphilis. 


THE PArADOXIC INACTIVATION OF THE WASSERMANN REACTION OF NONSYPHILITIC 
TuBEeRCULoUS PaTieENTs. C. Aupry and L. CHATELLIER, Bull. Soc. frang. de 
dermat. et syph. 34:122, 1927. 


This so-called “paradoxic” positive reaction became negative after one or 
two injections of 0.3 Gm. of neoarsphenamine. 


SEROLOGIC STATISTICS OF THE MATERNITY HosPITAL oF TOULOUSE FoR 1926 
L. CHATELLIER and R. Garipuy, Bull. Soc. frang. de dermat. et syph. 34:123, 
1927. 


During 1926, sixty-eight of 541 Wassermann reactions were positive, or 
12.5 per cent, as compared with 27.2 per cent in 1925. 
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THE FLOCULATION REACTION IN PREGNANT WoMEN. L. CHATELLIER, Bull. Soc. 
franc. de dermat. et syph. 34:123, 1927. 


During the late months of pregnancy, when the positivity of the Wasser- 
mann reaction is diminished or lost in some syphilitic women, the Meinicke 
reaction remains positive, according to Chatellier. Therefore, it is recom- 
mended that both tests be used. 


SYMPATHETIC RADIOTHERAPY IN THE DERMATOSES: Report OF Resutts (150 
Cases). Goutn, BrENVENUE and Dewinc, Bull. Soc. franc. de dermat. et 
Syph. 34:124, 1927. 


The results are reported in a series of cases representing many dermatoses. 
Lichen planus, erythema multiforme, parapsoriasis, diffuse neurodermatitis, 
prurigo of Hebra, urtica.ia and eczema were especially benefited. In many 
pruritic conditions, the itching disappeared under spinal roentgen-ray exposures, 
facilitating a cure by local applications. 


Pusic AND CruRAL TrICHOPHYTOSIS DuE To “TRICHOPHYTON Persicotor.” J. 
MonrTPELLIER and P. J. Matamoros, Bull. Soc. frang. de dermat. et syph. 
34:128, 1927. 


The eruption bore some resemblance to that of ordinary tinea cruris. The 
organism, a variety of Trichophyton gypseum, has been encountered only 
exceptionally. 


Rrewv’s MELANOs!Is, Or PAPULES AND FOLLICULAR HyYPERKERATOSIS IN A METAL 
LATHE WorKER. SEZARY, PASTEUR, VALLERY-RApot and BeEnorst, Bull. Soc. 
franc. de dermat. et syph. 34:139, 1927. 


There was reticulated pigmentation of the face, oral mucosa and trunk, and 
follicular lesions on the trunk, arms and forearms. Signs of internal glandular 
disturbance were not found, nor had arsenic been administered. 


MELANOSIS IN A RAILROAD GRADE WorKER WuHo HANDLED Ties TREATED WITH 
Creosote. HupeLto, Rasut, CaAILtiAu and Mornet, Bull. Soc. franc. de 
dermat. et syph. 34:144, 1927. 


This case presented the clinical and histologic features of pigmented reticular 
poikiloderma or Riehl’s melanosis. The face, forearms and hands were espe- 
cially affected, the ventral and lateral surfaces of the trunk and the labial and 
buccal mucosa being less markedly involved. There was no hematoporhorinuria, 
and the patient’s general health was good. He had been handling the ties for 
a year, and the pigmentation was of several months’ duration. 


SyrincocystoMa. Hupero, Rasut and Cartirav, Bull. Soc. frang. de dermat. 
et syph. 34:149, 1927. 


In a woman, aged 30, the front and sides of the thorax were involved. She 
had first noticed the tumors at the age of 18. Their histology is described 


ParkKuHurstT, Toledo, Ohio. 
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MANHATTAN DERMATOLOGICAL SOCIETY 
Regular Meeting, February, 1927 
JosepH ELLER, Chairman 


DERMATOPHYTOSIS. Presented by Dr. Ocus. 


A girl, aged 16, presented a lesion about 24% by % inches (6.3 by 1.8 cm.) 
in each axilla, with raised edges and hypertrophied papillae, sharply marginated 
and showing exaggerated skin clefts (striae). The lesions were brownish 
red and showed a slight exudation. The duration of the disease was two weeks. 
The patient also presented small foci of psoriasis (?) on the arms, which she 
said had developed later than the lesions in the axillae. 


DISCUSSION 

Dr. MacKee: I find it difficult to differentiate between psoriasis and derma- 
tophytosis. The axillae cannot be accepted as a common site for psoriasis, for 
it often occurs under pendulous breasts, in the gluteal fold and in other loca- 
tions where there is heat, moisture and friction. In such locations the lesions 
may be inflamed, exudative and occasionally vegetating. In such locations it 
is difficult to differentiate between psoriasis and seborrheic dermatitis. When 
located in the axillae, dermatophytosis is likely to be sharply marginated, 
exudative and vegetating (eczema marginatum), and has the exact appearance 
of the lesions exhibited by this patient. The lesions on the arms do not show 
typical micaceous scales, and they are not particularly well marginated. I think 
that the case is one of dermatophytosis and probably also of dermatophytid. 
Incidentally, the term dermatophytosis includes any eruption in this group 
regardless of the organism. Such a case should not be called epidermophytosis 
until the epidermophyton has been demonstrated. 

Dr. Mount: I agree with the previous speaker, but would suggest that 
seborrheic dermatitis be considered because of the character and locations of 
the lesions. 

Dr. Rosen: I am inclined to favor the diagnosis of psoriasis. Occasionally 
psoriatic lesions occur in the axillae, underneath the breasts, in the pubic region 
and around the anus. In these cases the lesions are red, moist, and sharply cir- 
cumscribed, and there is little scaling on account of the continuous heat, mois- 
ture and friction of these parts. This patient also had a number of small 
patches on the forearm, suggestive of psoriasis. 

Dr. ANDREWS: I can think of nothing to add to the discussion of this case, 
except to suggest inquiry into the history of drugs, although there is little chance 
that the condition is a dermatitis medicamentosa. 

Dr. Girmour: I suggest that a culture be made. The lesions on the 
extremities resemble psoriasis. I saw a patient with psoriasis, and under the 
breasts there was an intertrigenous lesion that was red and exudative. 

Dr. Wise: I agree with Dr. Gilmour, especially regarding search for ring- 
worm organisms before using salves. In regard to a diagnosis of seborrheic 
eczema or psoriasis, I favor the former. Psoriasis is less likely to occur in 
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the axillae than elsewhere. The symptom of bleeding, which was elicited in 
scraping off a little scale, is not sufficient in a case of this kind to be con- 
sidered important. If the lesion is as small as that the scale of almost any dis- 
ease of the skin might elicit bleeding points. My diagnosis is seborrheic 
eczema or dermatophytosis. 

Dr. Wetss: I believe that the lesions on the inner aspect of the forearm are 
due to auto-infection from the vegetating lesions in the axillae. As to treatment 
in this case, the etiology will be the determining factor. 

Dr. OuLLMANN: Dr. Fox described a condition under the arms that is 
also found in the pubic region. He regarded this as a pyodermic seborrheic 
dermatitis which is resistant to treatment. I agree with Dr. Wise that the 
bleeding points do not prove psoriasis. I do not think the condition is derma- 
tophytosis, and I do not believe a culture would show any fungi. A _ biopsy 
would differentiate from psoriasis. 

Dr. PAROUNAGIAN: I never saw a case of psoriasis in the location in which 
the lesions appear in this patient, and especially so pronounced. I favor the 
diagnosis of parasitic dermatosis. 

Dr. SATENSTEIN: It is true that the lesions in the axillae are fairly sharply 
outlined, but along the margins and from one-fourth to one-half inch away 
there are many recent, edematous, acute, inflammatory lesions. That is not 
the picture one sees in psoriasis, but it is the picture of a fungus infection. 
The bleeding points on removal of the scales are not enough to indicate a 
diagnosis of psoriasis, as bleeding points can be noted on removal of the scales 
of almost any superficial process associated with moderate edema, and can 
be noted if normal skin is sufficiently scratched. It is difficult to find fungi in 
vegetating lesions of this kind. I cannot make a positive diagnosis, but, tenta- 
tively, I am more inclined to a diagnosis of fungus infection than to psoriasis. 

Dr. Ocus: When I presented this case I had seen the patient for only a 
few moments, and my first opinion was that the condition was dermato- 
phytosis. I have never seen dermatophytosis in that region with such an 
amount of swelling as here presented. Dr. MacKee states that infrequently 
one does see it under the breasts of fat women. I have seen the kind of case 
he described; as a rule, the lesion is not directly in the fold but between the 
breast and the body, and it is more toward the outer end that one finds this 
excessive hypertrophy. In the present case there is a whole lesion, sharply 
outlined, excessively moist and intensely edematous, which led me to believe it 
is mycotic in character. 

In regard to the condition on the arm adjacent to the lesion and the con- 
dition on the legs, the patient, who is rather intelligent, says that this appeared 
only within the last two weeks. Now, if that is psoriasis, the lesions on the arm 
should be primary to the lesion on the body, which I cannot in any way conceive 
as possible here. Why should there be just two lesions of that character in 
the axillae, and none under the breast, in the groin or anal region or in the 
folds where there is more or less heat and moisture? I will treat the case as 
one of dermatophytosis. 


GuMMA oF TonsiL. Presented by Dr. PAROUNAGIAN. 


A negress, aged 30, was referred to the Bellevue Syphilis clinic on Feb. 4, 
1927, from the nose and throat department. The history of syphilitic infection 
was denied. The patient said that when she was 13 years old she had a swell- 
ing in the region of the present ulcer, which was on the left side of the throat 
just above the left tonsil. The ulcer did not annoy her until two weeks prior 





SOCIETY TRANSACTIONS 209 


to admission, at which time her throat had become sore. At first the swelling 
was small, but it gradually became larger, and she applied for relief. The lesion 
was at the apex of this old swelling, it was circular in shape and a trifle larger 
than a dime. At first glance the impression was that of a chancre, though 
this was ruled out later on account of the absence of enlarged lymphatic glands. 
Furthermore, the borders were slightly undermined, the lesions were not 
indurated, and a careful dark-field examination was negative. The patient 
presented a high vault, irregular hair line and the tubercle of Mibelli on the 
first molars. The Wassermann reaction was three plus. 


DISCUSSION 

Dr. Ocus: There is no primary lesion. I regard the lesion as a gumma. 

Dr. Gitmour: I agree that this is a gumma, but I feel that the seventeen 
years of swelling probably began as a swollen tonsil, and that the patient did 
not distinguish between that and her present condition. 

Dr. Wise: I agree to the diagnosis of gumma. 

Dr. PAROUNAGIAN: I think that probably I was misunderstood. When I 
saw this case last Friday, one glance at the patient’s throat showed a sharply 
circumscribed ulcer which did not have the soft, exudative appearance that it 
now presents. The first thing I thought of was an initial lesion. Of course 
tonsillar chancres are seen fairly often; when I made the examination and did 
not find any swollen glands, I questioned the patient carefully in regard to her 
past history. As she absolutely denied infection and did not have the outward 
manifestations or clinical signs of an old case of syphilis, I excluded the initial 
lesion on account of the absence of enlarged glands. A dark-field examination 
was made, and a careful search did not reveal spirochetes. The Wassermann 
reaction was three plus, and I concluded that the lesion was a gumma. The 
edges were undermined, the lesion was soft, and the absence of syphilitic 
infection made me think that possibly it was congenital. The patient will 
receive treatments with arsphenamine and mercury, and I will make an effort 
to show her here again. 

Dr. SATENSTEIN: In view of the facts, does the presentor assume that the 
etire process is a gummatous infiltration dating back seventeen years and now 
breaking down, or is some other underlying condition breaking down? I can- 
not conceive of it being a gumma. I wish the presentor would give a more 
definite history. 

Dr. PAROUNAGIAN: I do not know what condition the patient had seventeen 
years ago; I am stating only what the patient gave as her history. 

Dr. MacKee: It is inconceivable that a gumma should have lasted seventeen 
years. Either the history is incorrect or the patient has had a benign tumor 
which has finally ulcerated or on which a gumma has developed. The high 
arch and the excrescences on the molars are probably incidental. 

Dr. WisE: Would a roentgenogram of the hard and soft palate show whether 
the lesion underlying the ulcer is an old one, an old periostitis that is not 
syphilitic, or would it show that it is a periosteal gumma? It would be desirable 
to get that information before making a final diagnosis. 


Dr. MacKee: If it is assumed that the lesion is entirely in the soft tissues, 


the roentgenogram would show nothing more than a shadow that would be 
dificult to interpret. If the bone or periosteum is involved, it might be pos- 
sible to differentiate between syphilis, tuberculosis, pyogenic periostitis and a 


ty 


umor of the bone of some kind. 
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SypPHILitic ALOPECIA AND TUBERCLE OF MrBeELiI. Presented by Dr. PAROUNAGIAN. 
S I A = Mr j. F ted by Dr. PAROUNAGI 


M. K., an Armenian, aged 25, contracted a chancre about five months prior 
to admission, the scar of which was noticed near the frenum. The physician 
he consulted prescribed a local application without making the necessary exam- 
inations. The patient consulted Dr. Parounagian on Jan. 29, 1927, and was 
placed under treatment. Although the alopecia was extensive and typical, the 
patient was presented to demonstrate an excellent example of the tubercle of 
Mibelli in a case of acquired syphilis, The Wassermann reaction was four plus. 


DISCUSSION 

Dr. SATENSTEIN: I question the right of the presentor to make a diagnosis 
of congenital syphilis from the presence of excrescences on the molar teeth in 
the absence of other so-called stigmas of congenital syphilis. 

Dr. OULLMANN: This is one of the most typical cases of syphilitic alopecia 
I have ever seen. I agree with Dr. Satenstein that the tubercle of Mibelli is 
also found in persons without hereditary syphilis. 

Dr. Wise: I have seen a few instances of typical excrescences on the 
molars in syphilitic patients, such as those in this patient. There are many 
authors who agree that the tubercle of Mibelli is a manifestation of congenital 
syphilis. 

Dr. MacKee: I should think that this case would offer fairly satisfactory 
proof that the tubercle of Mibelli is not pathognomonic of congenital syphilis. 
It is almost inconceivable that a patient can have both congenital and acquired 
syphilis. It is theoretically possible, but the combination must be rare. There 
are, of course, a number of stigmas that are suggestive and even proof of 
congenital syphilis, but the tubercle of Mibelli apparently is not one of them. 

Dr. PAROUNAGIAN: My object in presenting this case was solely to show 
a good example of the tubercle of Mibelli. I am fully convinced that it is a 
good sign of congenital syphilis. I do not believe that any one disputes that 
hutchinsonian teeth is not a sign of congenital syphilis. As to Dr. MacKee’s 
statement that patients with congenital syphilis do not acquire syphilis, I am 
fully convinced that they can. In a number of instances I have had positive 
evidence that patients with congenital syphilis have acquired syphilis, and in 
the near future I will make further efforts to prove that this may occur. 

Dr. SATENSTEIN: These tubercles of Mibelli have been noted in nonsyphilitic 
patients. I believe they are congenital abnormalities of development. 


D. L. SATENSTEIN, Secretary. 


ST. LOUIS DERMATOLOGICAL SOCIETY 
Regular Meeting, February, 1927 


Ropert H. Davis, M.D., in the Chair 


A Case ror DiaGnosis. Presented by Dr. Wittt1am H. Moox. (From the 
Washington University Dispensary.) 


The patient, a white woman, aged 31, had an eruption which she said had 
begun at the age of 5 years, appearing on the skin about the sternoclavicular 
articulation. It had spread slowly from that point and had appeared recently 
on the neck and face. There was no pruritus. The eruption was distributed 
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on the lower eyelids and cheeks; on the neck anteriorly and laterally; on the 
thorax anteriorly, on the adjoining portion of the abdomen and on the 
breasts. It was thickest on the lower central portion of the thorax anteriorly 
and over the sternoclavicular articulation. The lesions on the neck, chest and 
breasts were small, circular or oval, pinkish papules, with no particular ten- 
dency toward grouping or line formation. There was a certain quality of 
translucency about the papules. About the eyelids the lesions were flat and 
lighter than the normal skin. The patient had been seen only once; hence at 
presentation there was no report on a biopsy or on the blood. The urinalysis 
was negative, as also were the results of the examination of gastric contents 
and stools and of the Wassermann and Kahn tests. 


DISCUSSION 


Dr. Mook: The best diagnosis I can make is urticaria pigmentosa in an 
adult; or it might be pseudoxanthoma elasticum. If it is urticaria pigmentosa, 
the diagnosis would probably be easy by histologic examination, as mast cells 
would probably be found. If it is pseudoxanthoma elasticum, the character- 
istic would be an increase of elastic tissue. At this time it is impossible for 
me to make even a clinical diagnosis. 

Dr. Davis: I think the condition may be urticaria pigmentosa. A histologic 
examination is necessary to determine the diagnosis. 

Dr. Weiss: When the patient appeared at the clinic a few days ago, the 
diagnoses suggested were xanthoma, pseudoxanthoma elasticum and colloid 
degeneration of the skin. I did not think of the adult type of urticaria pig- 
mentosa. The diagnosis that appeared most strongly to me was colloid degen- 
eration of the skin, recalling Dr. Engman’s patient with that disease shown a 
number of years ago. His patient had lesions about the chin, neck and cheeks. 
These lesions about the eyelids, while in some respects resembling xanthoma 
palpebrarum, are not yellow and do not have the angular outlines seen in 
that disease. I cannot make a diagnosis without a biopsy, but I believe that 
colloid degeneration would be the best suggestion, with pseudoxanthoma 
elasticum as next best. (This patient was seen in 1912 by Dr. Engman whose 
diagnosis at that time was syringocystoma. ) 


BLastomycosis. Presented by Dr. A. H. Conrap. (From the Barnard Free 
Skin and Cancer Hospital, service of Dr. M. F. Engman and Dr. W. H. 
Mook. ) 


An Illinois coal miner, aged 32, gave a negative family and past history. 
The onset of the present illness was in June, 1925, following an injury to the 
left cheek at the angle of the mouth, which had healed readily. Six weeks 
later the patient noticed a small “pimple” in the scar which gradually increased 
in size in circle formation. The edges were raised. There was a purulent 
discharge. The undiagnosed lesion was treated for two months. He then 
noticed a similar lesion in the axilla, followed one month later by .a- third 
lesion on the right side of the neck. The last two lesions increased in ‘size 
in the same manner as the first. On the advice of his physician, the patiént 
went to Tampa to consult Dr. C. A. Andrews, who made a diagnosis of' blasto- 
mycosis from smears. The patient was given potassium iodide and roentgen- 
ray therapy at irregular intervals, having received treatment only three or four 
times during the three months of his sojourn in Florida. He returned to 
Illinois, and the potassium iodide and roentgen-ray treatments: were continued, 
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but there was not appreciable improvement. At presentation the lesions were 
typical of blastomycosis, having elevated borders and serpiginous outlines, with 
healed scarring in the center. The edges were honey-combed, purplish red, 
exuding pus on pressure. The lesion on the left side of the face was about 
4 inches (10 cm.) in diameter, the edges raised fully 4% of an inch (1.9 cm.). 
The lesions on the right side of the neck and under the left axilla did not 
show healing in the center as did the lesion on the face, but showed soggy 
scaling. The biopsy observations and slides were positive. 


DISCUSSION 


The consensus of opinion was in accord with the diagnosis given. 


Psortasts (SEBORRHEIC TYPE). Presented by Dr. E. R. Seare. (From the 
Barnard Free Skin and Cancer Hospital, service of Dr. M. F. Engman 
and Dr. W. H. Mook.) 


L. S., a white man, aged 21, showed improvement under 20 per cent sodium 
salicylate given intravenously. 

DISCUSSION 

Dr. Davis: I should like to know whether any other physicians present 
have had the same experience as I have had with two other patients. Lately 
I have had two patients with generalized acute psoriasis that looked like this. 
One became entirely well (from that attack, at least); the other was remark- 
ably improved under treatment with ultraviolet light, the air-cooled lamp. I 
am anxious to know what results others may have obtained with injections of 
sodium salicylate. 

Dr. Conrap: This patient improved, apparently after the third injection. 

Dr. Weiss: I tried sodium salicylate in two cases, but I am afraid of it 
because of the reaction. Patients complain of severe pain in the shoulder 
during the injections. I do not believe that sodium salicylate will prove of 
any decided value. 

Dr. Grinpon: Sodium bicarbonate internally and in the bath will keep 
patients in obstinate cases as comfortable as any other treatment. 

Dr. Davis: Referring again to the light therapy, there is considerable 
difference in effect with the light in acute and in chronic cases. I did not get 
the same results in chronic cases, but the results in the two acute cases cited 
have been gratifying. 


CHRONIC UrtTICARIA. Presented by Dr. E. R. SEALE. (From the Barnard Free 
Skin and Cancer Hospital, service of Dr. M. F. Engman and Dr. W. H. 
Mook. ) 


J. A. M., a white man, aged 28, was presented because of his unusual 
history, also for suggestions as to determining the cause of the condition and 
as to treatment. The patient had had the condition for five years. It began 
each February and continued in several forms until July, after which it gradu- 
ally subsided, disappearing entirely by October. The patient was a freight 
handler, working only at night. The eruption appeared each day at 6 a. m. 
before he reached home, and lasted until 8 p. m., when he returned to work. 


DISCUSSION 


Dr. Grinpon: Leloir gives descriptions of cases of urticaria of emotional 
or nervous origin. There might be such an element in this case. 
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Dr. SEALE: I think the condition is due to pollens, or to some other external 
factor, as the seasons in which it occurs are so sharply defined. 


Mycosis Funcores 1x A Necro. Presented by Dr. R. S. Weiss. (From 
Dr. Engman’s Clinic at Washington University Dispensary.) 


A negro, aged 61, who entered the clinic on June 28, 1926, presented an 
extensive eruption on the trunk and limbs, consisting of circular and oval 
gyrate and circinate plaques with intense pruritus. There was no anesthesia 
of the skin. The erythrocyte count was 3,420,000; the leukocyte count, 6,950. 
The differential count was normal, except for a slight eosinophilia. The non- 
protein nitrogen was 25.7; uric acid, 5.1. The Wassermann reaction was 
negative. The patient showed no improvement on arsphenamine therapy. There 
had been periods of remission since the patient was first observed, due to 
roentgen-ray therapy. At presentation the patient had reached the classical tumor 
stage of granuloma fungoides of almost universal distribution. Recent roentgen- 
ray therapy had been of little benefit. 


DISCUSSION 


Dr. GRINDON: Leprosy might be considered as a possibility, but there is 
no thickening of the ulnar nerve. That condition, however, is most often seen 
in the anesthetic type. 

Dr. We!ss: I had the man in Barnes Hospital with the idea of leprosy in 
mind. No bacilli were demonstrated from smears; there were no areas of 
anesthesia. The condition proved to be granuloma fungoides. I presented 
the man because the case is unique. Throughout the literature I have been 
unable to find reported a case of granuloma fungoides in a negro. Dr. Engman 
suggested that I write to Hazen and Fox regarding this case. I have recently, 
however, found granuloma fungoides in a negro mentioned in the proceedings 
of the New York Dermatological Society. 


ERYTHEMA MULTIFORME BuLtosum. Presented by Dr. E. R. Seate. (From 
the Barnard Free Skin and Cancer Hospital, service of Dr. M. F. Engman 
and Dr. W. H. Mook.) 


W. A., a white man, aged 59, was presented because of a practically universal 
eruption, Sparing only the face, of a duration of one month, consisting of raised, 
erythematous nodular lesions and large gyrate lesions, some of which were 
20 cm. in diameter. The latter were characterized by a raised, erythematous 
border, with a clearing, scaly, fawn-colored center. These larger lesions were 
formed by the fusion of the smaller ones. There were large bullae on the 
arms. Physical examination showed that the patient was normal, except for 
generalized slight adenopathy. The spleen and liver were not enlarged. Exam- 
ination of the blood showed 12,600 white blood cells, 63 per cent polymorpho- 
nuclears, 16 per cent lymphocytes, 2 per cent transitionals and 19 per cent 
eosinophils. 

DISCUSSION 

Dr. ENGMAN: The case is interesting as to classification. The question is 
whether it should be classed as dermatitis herpetiformis, erythema multiforme 
bullosum or pemphigus. It looks like a borderline case as described first by 
Duhring, that is, erythema multiforme bullosum or dermatitis herpetiformis. 


Some cases last for years, some for several weeks only; sometimes as dermatitis 
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herpetiformis, again as pemphigus vulgaris, which ends fatally. The bullae 
in the lesions on the arms are not so tense; they do not extend out so 
prominently; the coating is thickened; the covering of the bullae is thicker. 
I would be inclined to classify the condition as dermatitis herpetiformis. 

Dr. Grinpon: In differentiating between erythema multiforme and dermatitis 
herpetiformis, we are merely using words. We must have terms by which to 
indicate diseases, but in a practical way it is often impossible to make a 
diagnosis between erythema multiforme bullosum and dermatitis herpetiformis 
until a patient has been under observation for some time. 

Dr. Moox: It would seem to me that the patient’s condition belongs either 
to the dermatitis herpetiformis group or to the pemphigus group, because of 
the eosinophilia. It is not so marked in erythema multiforme bullosum. The 
lesions on the body look like those of circinate erythema multiforme. The 
bullous lesions on the hand, forearms and arms are not of inflammatory base. 
In this case they show slightly inflammatory erythematous rings. These lesions 
look more like those of pemphigus. The majority of lesions on the body look 
like erythema multiforme. I believe the patient has either dermatitis herpeti- 
formis or pemphigus. 

Dr. Grinpon: FEosinophilia is not characteristic of any one condition. I 
would like to ask whether there is eosinophilia in erythema multiforme bul- 
losum. Is this conclusion the result of investigation? 

Dr. Moox: I have not investigated. 

Dr. Grinpon: I think you will probably find eosinophilia in erythema 
multiforme bullosum. 

Dr. ENGMAN: About one third of the cases of dermatitis herpetiformis 
show eosinophilia. 

Dr. Moox: Eosinophilia does not usually occur in erythema multiforme 
bullosum. In vaccination pemphigus lesions develop in the early part of the 
eruption, and the patient has leukocytosis from the first three or four weeks, 
even though the lesions are large bullae. After that, the leukocytosis dis- 
appears, and the patient has the chronic recurrent type of eosinophilia. These 
are the cases that resolve into chronic recurring dermatitis herpetiformis. 

Dr. Conrap: I incline to the opinion that this is a case of erythema multi- 
forme because of the circinate lesions all over the body. It is true that the 
bullae at the present time have no erythematous base, being similar to the 


type seen in pemphigus. 


A Case For DiaGnosts. Presented by Dr. Ertch BrocKELMANN. 


A white woman, aged 56, gave a significant family history. Two sisters, 
one brother and all her aunts and uncles on the mother’s side, had died of 
tuberculosis. One sister had active pulmonary tuberculosis. The patient had 
had facial neuralgia for the past seven years, but otherwise had been healthy. 
There was no history of syphilis nor of skin eruption, with the exception of 
three lumps on one leg which formed more than two years ago and gradually 
increased in size, but never broke down. The lesions were not painful, except 
for an occasional throbbing sensation. At presentation abscesses were observed at 
the roots of two teeth. Around the patella were two round and one oval, 
hazelnut-sized, deep-seated, flat, hard infiltrations, which were not movable 
from the underlying tissues. The skin covering the nodules was purplish. No 
telangiectases were visible. The Wassermann reaction was four plus. 
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DISCUSSION 

Dr. Grinpon: The diagnosis lies between erythema induratum and sarcoid. 

Dr. Tostras: This is a case of multiple gummas. One of the lesions appears 
to be connected with the tibia; the other is subcutaneous. The large serpiginous 
scar on the lower thigh is suggestive of an earlier lesion. This is a good 
example of the part that trauma plays in the localizing of late syphilis. 

Dr. Mook: I think it is a late case of syphilis. 

Dr. BROCKELMANN: Both teeth which showed abscesses of the roots were 
extracted. The patient has received mixed treatment since her first visit a 


few days ago. Since that time the nodular infiltrations have begun to soften 


and to decrease in size. I believe the lesions are gummas, in spite of the 
fact that sarcoids sometimes respond to antisyphilitic treatment. 


RuptAL SypuHitis. Presented by Dr. E. R. Seate. (From the Barnard Free 
Skin and Cancer Hospital, service of Dr. M. F. Engman and Dr. W. H. 
Mook. ) 


R. B., a white man, aged 24, presented an almost universal eruption, except 
on the palms and soles, of fourteen years’ duration. For the past ten years 
it had been generalized. The initial lesion began as a “sore” on the bridge 
of the nose. The Wassermann reactions had always been negative. There 
had been no improvement under treatment with mercury and iodides. The 
patient apparently had had only one injection of arsphenamine until he was 
admitted to Barnard Hospital. The family history cited one younger brother 
who had had the same condition for the past six years and one sister with 
an ulcer on the leg that had persisted for eight years. 

At presentation the condition showed ulcers covered with thick crusts and 
old scars. The latter were characteristic, being punched-out and having 
scalloped borders; the more recent ones were ham-colored. The ulcers ranged 
from 1 to 7 cm. in diameter, most of them being the size of a half dollar. 
The borders were slightly indurated, and a copious, yellowish-brown pus 
exuded from them. Greenish-brown crusts covered the ulcer. The scars in 
the scalp gave it a motheaten appearance. 

\ diagnosis of rupial syphilis was made, and the patient was given three 
injections of arsphenamine in eight weeks, with only slight improvement. 


DISCUSSION 


Dr. Grinpon: I agree with the diagnosis. I am surprised that the condi- 
tion has lasted fourteen years. Taylor speaks of eruptions continuing for 
months and overlapping for years., The other points that are confusing are: 
the negative Wassermann reactions from reliable laboratories, and the state- 
ment by the patient that a younger brother and a sister have the same condition. 
[ think this might be taken with a grain of salt. 

It is interesting to note that the last word has not yet been said about 
syphilis. Such cases as these would in the old days have been treated with 
tonics by Hutchinson, Taylor and Keyes. Opium was used, mixed with 
mercury. They were great clinicians and keen observers in those days. Taylor 
and Keyes would have given this patient supportive treatment, nourishing food, 
iron tonics, rest and baths along with the antisyphilitic treatment. 

It would be interesting to hear what Dr. Grindon has to say on this subject. 

Dr. GrrInpon: With modern enthusiasm, one is prone to forget the brilliant 
results that were obtained with the old methods intelligently applied. “Keyes 
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Different ingredients, iron, arsenic, mercury, 





Mixture” was a powerful agent. 
potassium iodide and cinchona, were used in those days under the name of 






“Keyes’ Black Mixture.” 

Dr. Moox: I do not think there is any doubt that this condition is syphilis. 
It would be interesting to ascertain whether it is congenital syphilis. An 
interesting feature is that three members of the same family have the same 
One boy is exactly like this patient. Another point, there 
All the others 







type of eruption. 
has been only one positive Wassermann reaction of ten taken. 
were negative, and the tests were made in dependable laboratories. 

Dr. ENGMAN: Dr. Pusey and Dr. Wile saw the photograph I have just 
exhibited before this society, and they made a diagnosis of syphilis from the 
photograph alone. Then Dr. Weintgen said: “No, he had had treatment, baths, 
and shows no effect whatsoever.” This is an unusual case of syphilis. The 
most interesting thing is that there is no involvement of the blood or of the 
There has been no 








nervous system, the only manifestation being in the skin. 
The condition of the teeth may be a result of 






effect on the general health. 
malnutrition, but, on the other hand, it may also be due to syphilis. We 
are going to follow out the other cases in this family and get reports of 






Wassermann tests on them all. 

Some of the Wassermann tests were made during treatment; 
This demonstrates that too much credence must 
One must be careful when making a 





Dr. ConraD: 
some after periods of rest. 
not be put in Wassermann tests alone. 
diagnosis of syphilis from the Wassermann test alone. 

Dr. GrinpDON: Some persons have little complement. 

Dr. Mook: This patient has resistance because he is getting well. The 
lesions are not so much improved as they should be, however, considering the 









number of injections of arsphenamine given. 
I should think that the fact that his general condition is not 






Dr. Davis: 
so good would indicate the advantage of a tonic. 
NorMAN Tosias, M.D., Secretary. 
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A CASE FoR DIAGNOSIS. 
Z., a man, aged 19, had been presented previously at the January meeting 
New York Dermatological Society, but the diagnosis had not been 






c.. 
of the 
determined. 







DISCUSSION 








I am unable to make a diagnosis in this case. I hardly 
In the first place, 





Dr. POLLITZER: 
feel like accepting the suggestion of parakeratosis variegata. 
the lesions are almost exclusively on the extremities, where they are rarely 








found in parakeratosis variegata unless the distribution is almost universal; 
the lesions are small, round papules, and they do not correspond to the erup 
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tion in parakeratosis variegata; above all, the linear arrangement on the arms 
is like that one sometimes finds in lichen planus, and it has never been described 
found in parakeratosis variegata; finally hyperkeratosis such as is a striking 
feature of the lesions on the feet in this case, has never been described in para- 
keratosis variegata. The patient had a punctate erythematous patch on the 
neck, a condition which does not belong in the picture of parakeratosis. For 
these reasons, I do not accept the diagnosis of parakeratosis for this case. I 
have thought of lichen planus and of Darier’s disease, but there are obvious 
objections to the diagnosis of either of these diseases. I would like to examine 
the patient again, or to have a further report on the case at the next meeting. 

Dr. GoopMAN: I would guess that the condition was lichen moniliformis, 
from the clinical aspect and the history. 

Dr. GOLDENBERG: From a single insufficient examination of the patient, I 
cannot arrive at a definite diagnosis. I wish, however, to corroborate the state- 
ment of Dr. Pollitzer that it is not parakeratosis variegata. It may be a case 
of lichen moniliformis, but I would rather leave the question of diagnosis open. 

Dr. Wise: The discussion of this case must be made without reference to 
the histologic examination, as stated by Dr. Fraser. I would make a tentative 
diagnosis of Darier’s disease, for I think it resembles that more than any 
other condition. The lesions on the bend of the elbow, which are more or less 
moniliform, are not like those of Darier’s disease, but that is a manifestation 
which plays little part in the diagnosis as a whole. The follicular lesions on 
the neck are more suggestive of Darier’s disease than anything else. The lesions 
on the feet, together with the linear verrucous lesions, resemble Darier’s disease. 

recall a case presented by Dr. Kingsbury a number of years ago, which greatly 
resembled this one. So, without considering the histologic picture, from the 
purely clinical standpoint I would diagnose the condition Darier’s disease. The 
second diagnosis is that suggested by Dr. Goodman, lichen ruber moniliformis, 
but I would put the greater stress on the former. 

Dr. PoLttitzer: Lichen moniliformis is a form of lichen planus; the word 
moniliform simply refers to the linear arrangement. The lesions in Darier’s 
disease are brownish rather than red, as these are. I have not made a diagnosis, 
hut it seems to me that the objections to those suggested are too strong. 

Dr. Fraser: I share the views of Dr. Wise. The clinical picture bears 
a strong resemblance to that found in Darier’s disease. My first impression 
was that the condition was Darier’s disease, but the histologic picture excludes 
that diagnosis. Angiokeratoma can also be excluded on the same _ basis. 
Dr. Goodman has suggested lichen moniliformis, but one would expect itching 
in that condition. There has never been itching or any other subjective symptom 
in this case. Gonorrheal keratosis can be excluded; the patient has never had 
gonorrhea. While I feel that there is not sufficient evidence, clinical or path- 
ologic, for a positive conclusion, I favor the tentative diagnosis of lichenoid 
parapsoriasis until it can be replaced by a better one. 


Lupus EryTHEMATOSUS(?) PorKILODERMA(?). Presented by Dr. Simpson. 


W., a woman, aged 35, presented lesions of nine years’ duration scattered 
symmetrically over the face, including the eyelids. All other parts of the body 
were free. There was slight itching. The mucous membrane of the upper lip 
was slightly involved; the throat was clear. The lesions showed slight scaling, 
telangiectasis, pigmentation and atrophy. The scales were not adherent; the 

llicles were not particularly dilated, and the eruption was diffuse, fading 
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There was no improvement under a half-hour 









gradually into normal tissue. 
contact with the Kromayer lamp nor with treatment with quinine internally 


and iodine locally. White lotion seemed to do as much good as any other 
The case resembled some cases of poikiloderma that have been 
Angioma serpiginosum, erythema perstans and other diagnoses had 






treatment. 








reported. 
also been considered. 







DISCUSSION 








I believe the patient is suffering from lupus erythematosus. 





Dr. ELLER: 






Dr. GOLDENBERG: In my opinion the patient is suffering from a superficial, 
telangiectatic type of lupus erythematosus. It is remarkable that two diseases 
which are considered so different from each other as poikiloderma and lupus 
erythematosus should be considered the same disease by some authors. When 
the first cases of poikiloderma were discussed in German dermatological 
societies, the great resemblance of these cases to lupus erythematosus was 








pointed out. 


Dr. MALONEY: 
there is some resemblance to poikiloderma. 
the roentgen-ray dermatitis appearance that is seen in poikiloderma; but there 
is atrophy and there are fine adherent scales, which would seem to be in favor of 






I agree with the diagnosis of lupus erythematosus, though 
The eruption looks something like 







lupus erythematosus. 
I agree with the diagnosis of lupus erythematosus. 
As Dr. Goldenberg 





Dr. RULISON: 





Dr. Stmpson: I think we are very much in agreement. 
says, when poikiloderma was first described it was not only confused with lupus 
erythematosus but Brocq and Darier also confused it with idiopathic atrophy, 
while Jadassohn confused it with a thin scleroderma. This case looks more 
like a roentgen-ray dermatitis than lupus erythematosus, but I still think it is 












the latter. 











Presented by Dr. GoopMaANn. From the 








EpipERMOLYSIS BULLOSA AQUISITA. 
Skin and Cancer Hospital. 
married, was born in England and had been in the United 


He had never had any disease of the skin until May, 






R. C., aged 37, 
States for four years. 
1926. At that time he knocked his knee while going down a ladder, and the 
skin came off. Since then, every little knock resulted in blebs, which wert 
followed by pigmentation. The patient had had no lesions in the mouth. He 
had been seen only once, the week previously. He then had bullae on the 
Some of the blebs were sanguinous. About the 
The patient denied having taken drugs 







knees, elbows, and palms. 
trunk were scars and pigmentary areas. 







of any kind. 
DISCUSSION 








Has the history of drug ingestion been excluded? 





Dr. Levin: 

Dr. Wise: The case corresponds to one of epidermolysis bullosa of the 
acquired type which I published with Dr. Lautman. The lesions, of course, 
have to be looked for in cases of this kind. The patient’s skin must be care- 
fully examined; it is not like the ordinary case of epidermolysis hereditaria 
in which the lesions can be seen. A diagnosis can not be made without careful 
study. The lesion on the elbow resembles those in the case which I published 
Part of that lesion is still hemorrhagic and bullous; three quarters of it has 
flattened out: the peculiar polymorphous lesion is more or less diagnostic in a 
case of this kind, for all the cases of the acquired type which haye been 
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described have that peculiar polymorphous character. The pigmentation is 
rather characteristic; in this case also the history is characteristic. I do not 
think the suggestion of drugs is apropos; I do not know of any drug that could 
produce anything like this unless it was potassium iodide. So I would accept 
the presentor’s diagnosis. 

Dr. Ocus: I presented the first case of this kind described in this country 
at the Manhattan dermatological society. Dr. Wise asked my permission to 
study the case and publish the report. In that case there was no question of 
any drug eruption, as the lesions could be produced easily, and any pressure 
would immediately cause them. I would like to know from Dr. Goodman 
whether in his case the lesions could be made to appear by pressure. 


Dr. Levine: The patient gave me a distinct history of taking drugs. I 


have seen a similar condition in a young woman following the ingestion of 
acetylsalicylic acid. Nikolsky’s sign was absent. The tissue should be removed 


and examined for pathologic changes. The history should be confirmed and 
a therapeutic test performed. 

Dr. GoooMAN: The patient was asked about taking drugs and denied having 
taken any medicine prior to the appearance of the eruption. He did go to a 
physician in May, 1926, when the eruption first appeared, and he had taken 
the prescribed medicines at that time. 

The first report of the acquired type of this disease was made by Dr. Wise 
and Dr. Lautman in the /nterstate Medical Journal. The patient was one of 
Dr. Ochs’ type. If the patient reappears at the hospital, further studies will 
be made. 


KERATODERMA BLENORRHAGICA. Presented by Dr. CANNoN. From the City 
Hospital. 


C. M., a negro, aged 21, single, a porter, born in the United States, applied 
for admission to the hospital on November 16, with balanitis and multiple 
chancres. He was circumcised, and had received seven treatments of arsphen- 
amine and three of mercury. He gave a history of gonorrhea in 1922, and 
several attacks since. He presented on the glans penis and prepuce—most 
marked on the under and lateral surfaces—a papular condition covered with 
discrete and confluent warty-like crusts which on removal left a raw granular 
surface. The blood Wassermann test reaction was four plus. 


DISCUSSION 

Dr. Wise: The clinical diagnosis of keratoderma bienorrhagica is one that 
is made with reference t6 scattered rupial lesions on the arms, legs and trunk. 
In this case I should be inclined to make the diagnosis of venereal warts. 

Dr. CHARGIN: I agree with the opinion expressed by Dr. Wise. I think 
the lesions are acuminate warts. The primary lesion in keratoderma is a trans- 
lucent papule which is larger than the primary lesion in this case, which is 
filiform and verrucous in type. 

Dr. Hopkins: It seemed to me that the lesions presented a more marked 
keratosis than is ever seen in venereal warts. This man had an infection caused 
by the gonococcus. It would seem probable that the keratoses are due to this 
organism, since it is known that it can produce lesions of this character on 
the palms and soles. 


Dr. Go_tpENBURG: My diagnosis is condylomata acuminata. 








220 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


Dr. Potiitzer: My impression is that this is a case of venereal warts. The 
only reason for doubt is that the presentor must have thought of it and had 
reasons for excluding that diagnosis; but the lesions are dry and show a fair 
amount of keratosis, which might be explained by the position. Usually the 
venereal warts are under the foreskin or below the vulva and retain a soft 
covering. 

Dr. Wise: Is it not true that we are speaking more of the pathologic 
diagnosis than of the clinical one? The pathologic diagnosis might be accepted 
as keratosis blenorrhagica, but certainly not the clinical one, in the accepted 
sense of the designation. 

Dr. Traus: I would say that the largest lesion on the penis is certainly 
a typical venereal wart. 

Dr. CANNON: While keratoderma blenorrhagica is usually a polymorphous 
type of eruption occurring most often on the palms, soles, dorsum of the feet, 
backs of the hands, and elbows, it may appear on any portion of the cutaneous 
or mucous surfaces and in one location only. We see a great many venereal 
warts in the dermatological service at the City Hospital. The lesions under 
discussion consist of cone-shaped, grayish-yellow, crusted, horny elevations, 
some of which when pulled off with a pair of forceps, left a slightly raised, red, 
granular surface. Condylomas are really papular, verrucous growths, and I 
have never seen one that I could lift off with a pair of forceps. 


A Case ror DiaGnosis: SarcoMa (?) Presented by Dr. Hopkins. 


E. M., a man, aged 27, had suffered from ulceration of the left tonsil for the 
past five months. The lesion began as a small ulcer, the size of a pinhead, 
and had grown progressively larger. During the past month the patient had 
received six injections of arsphenamine and four of mercury, with no relief 
from the condition. The Wassermann reaction was constantly negative. The 
biopsy showed edematous granulation tissue, but nothing characteristic of 
syphilis or epithelioma. 

DISCUSSION 

Dr. PottitzeR: One point omitted in the description of this case is that this 
ulceration is part of a tumor. The man, who is relatively young, has a large, 
very hard tumor of the tonsil; palpation readily establishes that fact. The 
obvious diagnosis—subject, of course, to correction by biopsy—is that the man 
has a sarcoma of the tonsil, and I think that will be found to be the case. The 
biopsy showed nothing but inflammatory tissue, probably because it was taken 
from the margin of the growth, not from the tumor itself; by going down 
deeper, you would probably find tumor tissue, for it is a tumor. By placing a 
finger on it, a mass almost as large as a mandarin orange can be felt, and 
I know of no condition that would occur in that location in a relatively young 
man except sarcoma. 

Dr. Fraser: My impression is that the condition is a malignant growth. 

Dr. Wise: My impression is the same as that of Dr. Pollitzer and Dr. 
Fraser; but I once saw a case of this kind in which there was a persistent nega- 
tive Wassermann reaction and in which intravenous injections of sodium 
iodide were curative, and I think it would do no harm in this case to try that 
treatment before further work is done. A histologic examination might stir up 
considerable trouble if the lesion proves to be a sarcoma. 

Dr. ParouNAGIAN: I think that six injections of arsphenamine ought to 
eliminate syphilis. 
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Dr. Stmpson: The man said that the tumor disappeared after he had 
received one injection, but it came back again. I thought the condition was 
late syphilis on account of the clean-cut borders and painlessness. I do not 
think the diagnosis of syphilis has been ruled out yet. On the other hand, if 
it is sarcoma it is possibly a lymphosarcoma, which responds quicker and better 
to roentgen-ray treatment and radium than any other type of sarcoma or car- 
cinoma. 

Dr. Hopkins: I should like to have Dr. Pollitzer’s opinion as to the advis- 
ability of incising the tumor for the purpose of taking a biopsy from the deeper 
portion. 

Dr. Potiitzer: I do not think there is any danger in taking a section from 
the tumor itself. It is already ulcerated, and you will not aggravate the con- 
dition by taking a small piece from it. I wonder how many men here put their 
finger on the tumor. This is a hard tumor; a gumma is never a hard tumor. 
It is evidently a malignant growth of the tonsil which has become ulcerated— 
a sarcoma or carcinoma. I would rule out carcinoma on account of the youth 
of the patient (though that does not absolutely negative it) and the character 
of the ulceration, which is not the irregular and dirty ulceration seen in 
carcinoma. Subject to a confirmatory biopsy, there is no doubt in my mind 
that we are dealing with a sarcoma, and I think there would be no objection to 
making a biopsy. 


BROMODERMA WITH LESIONS APPEARING ON THE Harp PAtate. Presented by 
Dr. McCarrerty. (From the New York Polyclinic Hospital.) 


R. S., a housewife, aged 50, born in Russia, who presented herself at the 
service of Dr. Kingsbury on Jan. 15, 1927, said that five weeks previously she 
had taken three doses of triple bromide, which had been prescribed by a phy- 
sician for nervousness. She took three teaspoonfuls in one day, but it caused 
some nausea, and was discontinued. One week later a characteristic bromide 
eruption developed on the body, particularly on the arms and legs. She felt 
so bad that she went to bed and remained there for a week. While in bed 
the eruption on the roof of the mouth developed. 

When seen on January 15, she presented a characteristic bromide eruption 
of the arms and legs and an associated eruption on the roof of the mouth. The 
eruptions on the roof of the mouth consisted of two elevated, granulomatous, 
yellowish-brown lesions, the size of a five cent piece, slightly separated from 
each other and arranged symmetrically in the midline of the palate. The 
patient was treated with a solution of physiologic sodium chloride, and the 


eruption gradually disappeared. She wore plates, and this may have had 
something to do with the development of the bromide eruption on the rooi of the 


mouth, 
DISCUSSION 

Dr. ABRAMOWITZ: From the appearance of the lesions on the palate alone, 
no one would guess that they were due to bromide. The lesions on the skin are 
definitely pustular and granuloma-like and typical of a bromoderma. Further, 
the skin and, particularly, the eruption on the mucous membrane have improved 
markedly since she stopped using bromides. As far as I know, no mention is 
nade in the literature of bromide lesions occurring in the mouth, although 
the iodides occasionally produce them. I hope Dr. McCafferty will record this 


case. 
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McCarrerty. (From the New 


Cuemitis GLANpULARIS. Presented by Dr. 

York Polyclinic Hospital.) 

H. W. M., a bank clerk, born in the United States, presented himself at the 
service of Dr. Kingsbury on Jan. 19, 1927, giving the history that twelve years 
previously, while playing basket ball, he received a severe blow on the lower 
lip, which became swollen; later a crust developed. After the swelling had 
subsided and the crust fallen off, there was scaling and fissuring and a slightly 
swollen condition of the lip. This condition had remained more or less the 
same for twelve years. At times the condition improved, at other times it was 
worse. He had received two courses of roentgen-ray treatment. There had 
been a history of small blisters the size of a lentil or little smaller, which 
protruded slightly above the level of the lip and exuded an opaque mucous 
or mucopurulent secretion. When seen by the physician who referred him 
to the clinic, he said that there were three or four little vesicles just above 
the surface of the lip. 

When the patient was admitted to the clinic, the lower lip was swollen, 
chiefly at the vermillion border, and the swelling extended on the mucous mem- 
There was a rather deep fissure on the side of the lip, from 
No mucous glands 
scales covered the 
which 


brane proper. 
which oozed an opaque mucous or mucopurulent secretion. 
or follicular openings could be seen or palpated. Loose 
entire lower lip. At the commissures were thin, bluish-white lines 
radiated slightly. These lines were a little broader than the ordinary Wickham 
striae. The lower border of the lip, where the mucous membrane joined the 
skin, showed a slight destruction of the cutaneous border with an irregular 
and wavy line. The patient had never had any other lesions on his face, 
scalp or body. 

The two conditions considered were lupus erythematosus of the lower lip 
and cheilitis glandularis, but after a careful examination of the case and a 
review of the past history, the inclination was to favor the diagnosis of 
cheilitis glandularis. No evidence of enlarged mucous glands had been noted, 
but the past history indicated that such glands had been present at times. A 
biopsy had been taken, but the report had not been received. 


DISCUSSION 

Dr. Ocus: I would scarcely regard this as a case of cheilitis glandularis. 
If I am not mistaken, the lesions of cheilitis glandularis appear as rather 
lobulated excrescences on the mucous membrane of the lower lip, which on being 


pressed discharged a sort of mucous fluid. I could not find anything of that 


I recall one or two cases of real cheilitis glandularis that I have 


kind here. 
I 


presented, but none of the patients had the scaling found in this case. 
regard the case as a lupus erythematosus of the mucous membrane. 

Dr. Wise: I agree with the diagnosis of lupus erythematosus. 

Dr. GoopMAN: Clinically and from the history of the case, I suspect that 
the roentgen-ray treatment may have had something to do with the condition. 

Dr. Pottitzer: As described by Volkmann, the characteristic feature of 
cheilitis glandularis is the small, deep nodules under the surface from which 


a thin pus may be expressed. 


A Case For DiaGNnosis: ImMpetico Circinata (?) Presented by Dr. Lapowskl. 


A. S., a woman, had been presented before the section two months pre- 


viously as having a case of impetigo circinata. The diagnosis was questioned, 
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and ‘impetigo herpetiformis was suggested. The patient was under daily 
observation, and a local lotion was applied to the lesions. 

As presented, she showed: (1) tiny pustules varying in size from that of 
a pinhead to that of a pea, with surrounding erythema in groups, rings and 
scattered areas; (2) large erythematous patches (not infiltrated) on the lower 
extremities, of various sizes and shapes; no scars and (3) many pigmented 
areas, remnants of past lesions over the entire body. The primary lesion was 
a pustule, varying in size from that of a millet to that of a pea, which dried 
up to a crust, leaving a red spot. There were no marked borders; the areas 
did not spread peripherally; there were no lesions on the borders and no 
infiltration. The axillae and femoro-inguinal regions were little involved. 
There was hardly any sensation of itching. 


DISCUSSION 

Dr. GOLDENBERG: I give Dr. Lapowski credit for revering the memory of 
the older Hebra, whom we all esteem as a great dermatologist. It is not 
surprising, however, that during fifty years or more our conceptions have 
changed. There is no reason why we should consider his observations and the 
conclusions drawn from them as binding for all time. While I now see this patient 
for the first time, and although I did not take part in the discussion when the 
case was first presented, I maintain that Dr. Lapowski is splitting hairs over 
this case. I take issue with his statement that cases of impetigo herpetiformis 
which have been observed in men or nonpregnant women have not been recog- 
nized as such in Europe. To my mind this case corresponds to the pustular 
type of dermatitis herpetiformis. There are groups of lesions, pustules, pig- 
mentations and more or less itching, and I think this is a typical case of 
dermatitis herpetiformis. I am rather inclined to believe that impetigo herpeti- 
formis belongs to the group of dermatitis herpetiformis. ; 

Dr. Levin: I discussed the case at the previous meeting and agreed with 
the diagnosis of impetigo as presented. However, the case seems to have 
assumed a different picture. The lesions are bullous, grouped, pigmented, fading 
and eczematoid. They have persisted for a longer time than impetigo. I 
therefore agree with the diagnosis of dermatitis herpetiformis, as maintained 
by Dr. Goldenberg. 

Dr. CHARGIN: I feel reasonably certain that the condition is dermatitis 
herpetiformis, for the reasons elaborated by Dr. Goldenberg. The only point 
against this diagnosis is the eczema on the legs, which may, however, be 
accounted for on other grounds. 

Dr. Pottitzer: When I saw the case two months ago I was of the opinion 
that it was impetigo herpetiformis. The fact that Hebra’s first three or four 
cases presented peculiarities which this case does not show is of little impor- 
tance. You will all recall that Hebra’s first case of lichen ruber acuminatus 
presented symptoms and ran a course which has not been seen since. It does 
not mean that the first cases differed from the scores that have followed, but 
that the first observer allowed himself to jump to conclusions not warranted 
by subsequent observation. With regard to impetigo herpetiformis, there have 
been a number of cases published, probably more than a hundred; all sorts 
of people have been affected: women who were pregnant —as all of Hebra’s 
first patients were —all of whom died; young people, elderly spinsters and, 
finally, men. Now if we limit ourselves to the original definition of Hebra, 
these cases would be ruled out. This case, first presented two months pre- 
viously, has, in my opinion a great similarity to other cases that have appeared 
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in the literature, and quite recently cases have been published with illustrations 
which the picture of the case before us almost duplicates. It is not a pemphigus; 
it is not impetigo contagiosa, for there is no crust formation; it is not an 
impetigo circinata, for the lesions are not impetiginous. Impetigo requires, to 
my mind, an external infectious agent —a staphylococcus or streptococcus. We 
have it on the authority of Dr. Lapowski that these lesions are sterile. How 
one can have an impetigo with sterile lesions, I do not know. Clinically, I 
objected two months ago to the diagnosis of impetigo because the roof of the 
blisters was too thick and tough; they had not the thin horny layer that 
characterizes an impetigo, which makes the lesions rupture within a few hours 
at the slightest touch and results in the formation of crusts. These lesions 
do not do that. They do not break. The patient now has a lesion on the chest 
which has been there for several days and is a firm blister; these blisters do 
not correspond to the lesions that we group in a general way as impetigo. 
I should not rule out dermatitis herpetiformis on account of the absence of 
polymorphism and the presence of. itching or pain. I believe the case belongs 
to the group of dermatitis herpetiformis. 

Dr. Wise: Everything I had in mind has already been said. 
tunate that Dr. Lapowski was not present at the previous presentation, when 
some of us made a tentative diagnosis of impetigo herpetiformis, more for 
My personal opinion now is that 


It is unfor- 


the sake of discussion than anything else. 
this is a case of Duhring’s disease. 
The exudative, noninfiltrated, erythematous patches on the 


Dr. LApowsk!: 
There is no sign of scratching, and the 


legs exclude dermatitis herpetiformis. 

pigmentation seen here is of a lighter color than in dermatitis herpetiformis. 

I used the name of impetigo circinata as a descriptive term, as the condition 

has nothing in common with impetigo contagiosa. 
. 





LicHEN PLANUS OF UNUSUAL Type. Presented by Dr. Hopkins. 


N. G., a white woman, aged 39, born in the United States, had had a gen- 
She complained of some itching, especially 


eralized eruption for eight months. 
The eruption was rather 


at night, but not so marked as in the beginning. 
symmetrical. Under the mammae, and on the sides of the trunk and in the 
groins and lumbosacral region, were large areas produced by confluence of 
lesions of the following types. The center of all of the areas consisted of dark 
brown pigmentation; the borders of the submammary and abdominal lesions 
showed numerous follicular papules the size of a pinhead, many of which showed 
small keratotic plugs; while on the back the peripheral lesions were flat. 
polygonal, pink, shiny papules varying in size up to that of a lentil. Under 
the outer axillary borders were several lesions consisting of keratotic, follicular 
plugs, almost resembling comedones, with slight inflammatory changes sur- 
On the mucous membrane of the left cheek was a group of 


rounding them. 
A report has not been made of the biopsy. 


whitish, flat papules, partly confluent. 








Leprosy. Presented by Dr. CANNon. (From the City Hospital.) 


M. A., aged 46, who did housework, was born in the West Indies, 
had lived in the United States for ten years. Her mother was living and 
well; her father died at 52 years of age of alcoholism. Her previous health 


and 


had always been good. 
The condition started four years previously, with depigmented areas on 


- the face, and others gradually developed on the extremities. Several months 
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later, the hatches grew red, elevated and tender, and the feet became numb. 
Later still diarrhea developed. 

Examination revealed an emaciated woman with a macular and nodular, 
brownish-red, mottled, sharply defined eruption on the face, neck, lobes of 
the ears and extremities. There was atrophy of the skin in places, atrophy 
of the interosseous muscles, enlargement of the ulnar nerve, anesthesia of 
the lower extremities and infiltration of the mucous membranes. The blood 
Wassermann reaction was negative. 








EXTENSIVE Lupus Vutcaris. Presented by Dr. McCarrerty. (From _ the 
service of Dr. Kingsbury at the New York Polyclinic Hospital.) 






G. B., aged 37, born in the United States, presented himself at the clinic 
on Dec. 22, 1925, at which time both sides of the face were involved. He 
said that the condition had been present for twenty-eight vears, but he did 
not remember how it started. The ulceration began seven or eight months 
before presentation, starting anterior to the left ear and gradually spreading 
downward. There was no pain in the lesion and no symptoms of pulmonary 
tuberculosis. 











The patient presented an atrophy of both cheeks, with new lesions forming 
on the left side of the cheek near the ear. There was an extensive area of 
ulceration. On both ears there was redness with slight scaling, and nodules 
were visible on pressure. There were extensive patches, the size of the palm 
and larger, on the shoulders, elbow and flexor surface of the elbows, as well 
as on the buttocks, and smaller patches on the legs. The lesions were covered 
with thick, shiny scales, showing beneath them a pink color with scattered 
yellowish lesions which revealed apple-jelly colored nodules on pressure. 


PRIMARY CARCINOMA OF RIGHT TONSIL. 





Presented by Dr. CANNON. 






F. B., a colored woman, aged 36, with a negative past and family his- 
tory, was admitted to the City Hospital on Jan. 20, 1927, complaining of 
an ulcer on the right side of the throat of three and a half months’ dura- 
tion. She had had frequent attacks of sore throat for two years, and six 











months before admission had had a lump on the right tonsil incised. She 
had had pain in the right side of the face and discomfort on swallowing, 
which had increased since the incision. 

Examination showed a cauliflower-like mass, 4 cm. by 3 cm. in diameter, 
involving the right tonsil, uvula, right side of the soft palate and right side 
of the floor of the mouth. The lesion was ulcerated, verrucous and in places 
necrotic. There was a slight enlargement of the right submaxillary gland. 
The pathologic histology was that of carcinoma. 












TERTIARY SyPHILIS AND INFEcTIOUS EczEMATOID Dermatitis. Presented by 
Dr. Cannon. (From the City Hospital.) 





F. K., a white teamster, aged 58, married, born in the United States, gave 
negative past and family histories. Six weeks prior to presentation, the patient 
suffered from itching on the flexor aspect of the right elbow; this was fol- 
lowed by a purulent discharge. The scarring shown was the result of ulcera- 
tive lesions when the patient was 24 years of age. The Wassermann reaction 
was said to have been four plus at a local hospital, where he received seven 
treatments with arsphenamine. 











226 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


The patient presented on the left arm and forearm —especially marked 
over the elbow —a sharply defined atrophic and scarred area with depigmenta- 
tion and destruction of soft parts, resulting in considerable deformity and 
contraction, the elbow being held at an angle of 40 degrees. Over the body 
and extremities — most marked over the upper extremities and lumbar region 
— was a thickened, red, excoriated and crusted condition. There were multiple 
papules over the body, especially over the pubic region with matting of hair, 
which ranged from the size of a pinhead to that of a pea. On the left elbow 
was an area of ulceration the size of a five cent piece. The palms and soles 
were covered with thick crusts and were fissured. The Wassermann reaction 
was positive. 


ALOPECIA AND SyPHILIs. Presented by Dr. McCarrerty for Dr. Vero. (From 
the service of Dr. Dillingham.) 


M. R., aged 24, a woman, married, born in the United States, presented her- 
self at the Polyclinic Skin Clinic, Jan. 5, 1927, with the history that since 
the middle of November, 1926, she had noticed a rapid loss of hair involving 
the entire scalp and eyebrows. She said that she had not had a primary lesion 
or a secondary eruption, but admitted that she had had a “cold sore” on the 
lower lip about the middle of November, 1926, which healed spontaneously 
after a few days. She had been married for four years, and had two children, 
both healthy; there had been no miscarriages. 

She presented a diffuse alopecia involving the scalp and eyebrows, and the 
axillae slightly. The skin and mucous membranes were clear. The Wasser- 
mann reaction on January 5, was four plus. No previous Wassermann examina- 
tion had been made. 


ARSPHENAMINE Dermatitis. (Two Cases.) Presented by Dr. CANNon. (From 
the City Hospital.) 


G. G., a white woman, born in the United States, who did housework, two 
months prior to presentation began taking intravenous injections of arsphen- 
amine. After the fifth treatment she complained of itching of the legs, and 
the condition presented developed. There had been no previous local or 
systemic reaction to the arsphenamine. 

She exhibited a generalized erythematous, scaly eruption, both discrete and 
confluent, especially marked on the extremities. The legs were erythematous, 
edematous and exfoliating. The conjunctivae were markedly injected. The 
blood and spinal fluid Wassermann examinations were both negative. An 
analysis of the urine showed numerous white and red blood cells and a trace 
of albumin. 

P. de S., an unmarried Italian laborer, who had lived in the United States 
for twenty years, gave a history of chancre in 1907, followed by a generalized 
rash, sore throat and pains in the arms. He was treated for four months 
with injections of mercury, but had received no other treatment. Four months 
before presentation, a small sore developed on the right leg. A Wassermann 
test at that time was four plus. Since then he had received eight treatments 
of arsphenamine and eight of mercury. The condition presented began after 
the fifth injection of arsphenamine and increased with each subsequent one. 
The last injection was given about six weeks before presentation. 

The patient presented a generalized erythematous, raised eruption, both 
discrete and confluent, especially marked over the extremities, where the lesions 
were bullous. The epidermis was absent in some places. The lesions on the 
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body were dry and follicular in some areas. The blood count showed 4,800,000 
red blood cells, 9,200 white blood cells, with 22 per cent of polymorphonuclears 
and 78 per cent of lymphocytes. Analysis of the urine showed hyaline and 
finely granular casts and a trace of albumin. The blood Wassermann reaction 
was four plus. 


ALOPECIA AND CEREBROSPINAL SYPHILIS. Presented by Dr. CANNoN. (From 
the City Hospital.) 


M. C., aged 30, an Italian woman, who did housework, for six years a 
resident of the United States, was admitted to the hospital for swelling of 
the joints of the lower extremities, extreme pain and inability to move. She 


gave a history of alcoholism for two or three years, stomach trouble for four 
or five years, loss of hair and pain in the lower extremities for two years. 
She said that she had not had an initial lesion or secondary lesions. 

Examination showed the right knee to be swollen and tender. The hair was 
extremely thin and gray, with ill-defined areas of baldness. The Wassermann 
reaction of the blood was four plus; of the spinal fluid it was four plus with 
2 cc. and 8 cells. The globulin test was negative. 


MULTIPLE GUMMAS OF THE LegGs. Presented by Dr. CANNON. 


P. H. R., aged 42, was admitted to the City Hospital on January 10, com- 
plaining of multiple, nonpainful ulcerations of the legs of two months’ duration. 
He said that he had not had venereal disease. The Wassermann reaction was 
negative. 

Examination showed several ulcerations over the anterior and lateral 
surfaces of both legs, from 1.5 cm. to 3 cm. in diameter, round to oval, deep, 
with sloping edges and granular base. There was little surrounding erythema; 
there were no varicosities. The lesions were much improved after one injection 
of arsphenamine. 


SYPHILITIC REINFECTION (?) Presented by Dr. McCarrerty for Dr. GENOVESE. 
(From the New York Polyclinic Hospital.) 

J. R., aged 30, a metal polisher, born in Spain, gave a history of having 
had a penile lesion seven years previously, which left a slight scar. This 
penile lesion was followed in a month by a secondary eruption which was 
diagnosed as syphilis by a dermatologist in Spain. The condition responded 
immediately to antisyphilitic treatment consisting of six injections of neo- 
arsphenamine and six of mercury. He received no additional treatment. In 
May, 1926, he had a second penile lesion followed in a month by a rash on 
the body. He began treatment at once, and received six injections of neo- 
arsphenamine. His condition at that time was diagnosed as syphilitic, and 
according to his history the eruption cleared up immediately after he received 
the injection of neoarsphenamine. In November, 1926, a papulosquamous erup- 
tion developed on the glans penis and a maculopapular eruption on the body, 
including the arms. He had received no treatment since the latter part of 
June, 1926. The Wassermann reaction was four plus on Jan. 4, 1927. 


\ Group or Late SECONDARY PAPULAR LESIONS RESEMBLING A CHANCRE. Pre- 
sented by Dr. CHARGIN. 
D. W., aged 27, a salesman, was first seen at the clinic in October, 1925, 
with a typical chancre on the base of the penis in which many Spirochetae 
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pallidae were found. At the time, he also showed a generalized though scattered 
papular syphiloderm. The Wassermann test was four plus. He received 
fourteen injections of arsphenamine and twenty-six injections of bismuth, and 
then discontinued treatment without permission. Seven months after his last 


treatment, he returned with a lesion the size of a penny on the shaft of the 
This lesion was evidently 







penis, not in the location of the original chancre. 
made up of several papules and could easily be mistaken for a chancre, the 
In addition, there were a few 
Exami- 






lesion having a somewhat indurated base. 
pea-sized syphilitic papules on the shaft behind the chancre-like lesion. 
nation for spirochetes showed a single organism in two smears. 

G. C. Anprews, M.D., Secretary. 
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Presented by Dr. MICHELSON. 





DERMATITIS EXFOLIATIVA. 





\ man, aged 67, for the past six months had had an eruption over his 
The eruption consisted of closely placed lichenoid papules, making 

There was a moderate degree of scaling, and in certain locations 
The mucous mem- 






entire body. 

solid plaques. 
there were deep fissures which oozed a clear, sticky serum. 
There was general glandular enlargement. The 
General examination revealed 






branes were not involved. 
blood picture was within the limits of normal. 
Microscopic section was not specific for any entity. 









nothing worthy of note. 
All manner of therapy had been tried without avail. 








DISCUSSION 





Dr. Sweitzer: I think this man was brought in for diagnosis with the 
diagnosis well established before he came. This old man looks as though h« 
The glands are not more enlarged than often occurs 





had chronic dermatitis. 
in this picture, and with the negative blood observations the condition cannot 


be classed as leukemia. He has had the eruption a number of years. I think 
the interesting feature of this condition is the question of what to do for it 






At different dermatological meetings I have seen similar cases, and ordinarily 
We have had several of these cases 






the treatment has not been gratifying. 
within the last year or year and a half, and we have tried the continuous bath 
If this man were able to get away from work 






with a great deal of success. 
long enough to stay in the hospital a while, one could probably do something 

He says he bathes, but just the ordinary bath makes such cases 
We have had good luck with these cases. I think the continuous 
It seems to stop the itching 





for him. 






worse. 
bath has given us the best results of any treatment. 


and, if the patient does not scratch, the vicious circle is broken. 
I did not see anything in the slide on which to make 






Dr. MONTGOMERY: 
a definite diagnosis. 






When Professor Gans was here, I showed him the slide, 
He did, however, say that pityriasis 





Dr. MICHELSON: 
and he refused to make a diagnosis. 
rubra of Hebra might be considered. 
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Dr. GaGer: Is there not a form of leukemia which does not show blood 
changes until very late? 


Dr. MicuHeLtson: The slide does not show leukemia. 


A Case For DiaGnosis. Presented by Dr. Borren. 


A woman, aged 60, had been seen at the University Dispensary. She 
presented an extensive scroll-like scaling eruption on the chest, neck and flexor 
surfaces of the arm. She gave a history of having had two miscarriages about 
twenty-five years ago. The Wassermann reaction was negative. Only one test 
for fungus had been made to date, and the results of this were negative. 


DISCUSSION 


Dr. BorrEN: This may be a case of annular syphilis. It looks something 
like tinea imbricata. The scrapings were negative for fungus, and I have not 
had time to grow cultures. The only place that scales will be found is in the 
areas which have been treated with violet ray. 

Dr. O'Leary: I believe that this patient has a serpiginous syphilid. The 
frequency with which lesions of this type occur in patients who are serologically 
negative has been impressed on me on one or two previous occasions. As 
an aid in reaching a definite conclusion, | would like to suggest that a pro- 
vocative injection of arsphenamine followed by a series of six Wassermann 
or Kolmer tests be used, and that the patient be observed daily or twice daily 
for several days following the injection in order to note whether there is a 
Herxheimer reaction. This is the ideal type of patient in which this provoca- 
tive reaction may be used because it may give therapeutic as well as serologic 
effects. 

Major Lincotn: I am not a dermatologist but I have always been obliged 
to give the subject some attention, and | have treated patients who had dermato- 
logic conditions in this country and among the Malays. Among the subcultured, 
so-called pagan or wild tribes of extremely southern Malays, tinea imbricata 
is the most common disease observed. This case has some of the characteristics 
of tinea imbricata in showing circular figures and in the superficiality of the 
lesion and absence of inflammation. However, it lacks the flaky scales within 
the rings and the central recurring flaky rings and areas. The scales of tinea 
imbricata are of tissue-paper thickness, of small and large size (some may be 
an inch long), each having a free border and being firmly attached on the 
opposite side toward the periphery. The whole body may be covered with 
round and irregular patches, which are very itchy. I have not seen the disease 
among the white or black races. 

Dr. Orson: Several years ago I saw a similar picture of an eruption con- 
sisting of circles within circles and intersecting circles in a white woman, 
aged 45. The eruption was located in the axillae. The Wassermann reaction 
Was positive, and the lesions cleared up rapidly under antisyphilitic treatment. 
[ strongly favor the diagnosis of syphilis in this case. 

Dr. GAGER: We had a patient with a similar case in Ancker Hospital a 
few months ago, whose lesions cleared up under treatment with arsphenamine. 
He had lesions on the face. I believe there can be no question about a diag- 
nosis of syphilis. I do not remember whether or not my patient had a nega- 
tive Wassermann reaction. Her condition cleared up so rapidly that we had 
no chance for observation. 





230 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


Dr. MontcomMery: The histologic section shows nothing for syphilis, but 
that does not mean very much. 

Dr. MicHELSON: I have examined this patient carefully, also made a biopsy 
and studied the section, and I do not favor a diagnosis of syphilis, although 
I do not feel like making a diagnosis of fungus infection without the organism 
being found. 

Dr. Sweitzer: I would like to say a little about annular syphilis. One 
form is the late lesion, made up of large papules. I do not believe the dis- 
cussers have been talking about the other form, the fine, ring-form syphilid 
around the chest. They are made up of fine papules, and one can feel a 
rather sharp edge. They look like ringworm to a certain extent, but do not 
have the scaling. I cannot recall having seen any ring-form syphilid as exten- 
sive as this. If it is syphilis, it ought to show more infiltration. I think this 
is a fungus. 

Dr. MicHeLtson: I agree with Dr. Sweitzer that there is a difference between 
an annular syphilid and the so-called annular macular recurring syphilid of Unna. 


CARCINOMA ON Back or HaANp. Presented by Dr. SwEIrzer. 


A man, aged 78, fell and hit his hand against a piece of wood about Dec. 15, 
1926. He pulled a sliver out of his hand, and swelling and redness of the 
dorsal surface of the hand followed. The patient states that the lesion has 
not increased in size. 

DISCUSSION 

Dr. Sweitzer: We have had a fair number of these cases at the hospital. 
This type of carcinoma on the hand is usually on the back of the hand, and 
most of these lesions have been antedated by a previous one that has been 
neglected for some time. There are some good results from treatment, but 
many of the patients die. Some patients have to have their hand amputated. 

Dr. MicHELSON: From the experience gained at the Cancer Institute phy- 
sicians have learned that in the majority of cases of cancer of the back of 
the hand the patient had a definite history of injury, and in one case a foreign 
body had been found in the microscopic section even though the case was one 
of cancer. Cancers of the back of the hand are highly malignant, and radical 
treatment is so mutilating that I believe the lesion should be treated locally 
by destruction, followed by surgical dissection of the glands. 

Dr. SHapiro: I have a case now of a farmer with carcinoma on the hand. 
We took a biopsy, and it showed squamous carcinoma. We found a gland in 
the elbow and did not know whether it was malignant or inflammatory. The 
biopsy showed it to be inflammatory. 

Dr. O'LEARY: In my experience, malignant lesions on the back of the hand 
have been more frequently squamous cell than basal cell. I believe, also, that 
the greater percentage of cases of carcinoma of the hand are of the highly 
malignant squamous cell type. Treatment has been excision with cautery or 
diathermy if a biopsy and pathologic study of the epitrochlear and axillary 
glands were negative. Amputation has not infrequently been done when the 
size of the carcinoma has demanded it. 


LYMPHANGIOMA. Presented by Dr. TuRNACLIFF. 


A boy, aged 4, had had a small tumor on the flexor side of the right 
forearm at birth. An attempt to excise it had been made at the age of 4 
months, but had not been successful. At this time the lesion, extending from 
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2 cm. below the elbow to the wrist, is of a soft spongy consistency with a 
bluish color. The distal portion of the lesion is thickened and apparently 
edematous, similar to a beginning elephantiasis. 


DISCUSSION 
Dr. GacGerR: It seems to me that the only possible treatment is radical 
operation. ‘From the appearance of the tumor one could hardly think of any 
other condition than lymphangioma. I believe this is the only condition indi- 
cated, and an operation should be successful if properly performed. The 
history, of course, is misleading. This child must have had a tumor at birth, 
which had been incompletely removed and probably recurred. 


ERIADENITIS JIMLUCOSA NECROTICA. esentec Vy . S /EITZER. 
P M sA Necrotica. Presented by Dr. SwEITZzER 


A man, aged 74, complained of painful lesions in the mouth, on the tongue 
and the mucous membranes of the upper and lower lips. These lesions were 
present three years ago and disappeared, but recurred in April, 1926, and have 
been present since that time. The lesions are ulcerative patches with a well 
defined border which is slightly raised. They are about 1 cm. in diameter 
when they start, and then spread. The mucous membrane over the lesion 
has a brownish discoloration. 

DISCUSSION 

Dr. Sweitzer: This condition has been present three years. It healed up 
at one time and then recurred. The large lesions have become sclerosed. It 
is painful and disturbing for the patient to eat and even to talk. The patient 
is a lawyer, and that is important; so I do not know what I am going to 
do for him. This last spring the condition recurred, and he has sought relief 
and has not received benefit from any treatment received. The question of 
diagnosis came up. It looks as though the patient might be tuberculous. He 
saw Dr. Michelson about the ulcerative condition in the mouth. I thought 
perhaps neoarsphenamine might help, and immediately there was an eruption 
on the backs of his hands; so it did not help him. I did not favor a diagnosis 
of tuberculosis for the reason that the lesions occurred and disappeared too 
rapidly. I will admit that clinically the condition looks like tuberculosis, but 
tuberculous lesions do not heal so rapidly. We made a diagnosis of periadenitis 
mucosa necrotica, and his condition seemed to correspond to that better than 
to anything I knew of in the literature and in the summary of cases reported. 
In most of the cases reported the lesions apparently started earlier in life 
and apparently healed spontaneously later. 


Dr. GaGER: This is the time of year when we begin to see erythema multi- 


forme. About ten days ago I saw a case of erythema multiforme of the mouth. 
I was wondering whether it would be possible that this patient developed deep 
lesions like this on account of his advanced age and physical condition or 
something of that sort. I am not making a diagnosis, but merely suggesting 
this as a possibility. 


Dr. Sweitzer: When an eruption occurred on the backs of the hands after 
the neoarsphenamine, I put the patient on salicylates, and he took two hundred 
of them, but he did not experience the slightest effect. 

Dr. O'Leary: The lesions presented in my mind raise three differential 
possibilities: (1) ulcerative stomatitis, (2) periadenitis mucosa necrotica recur- 
rens and (3) tuberculosis of the tongue of the secondary type. The extreme 
pain, particularly, suggests the possibility of tuberculosis, although the history 
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of a recurrent lesion and the absence of demonstrable tuberculosis elsewhere 
would tend to rule this out. The question of tuberculosis will probably never 
be definitely settled, because I do not believe this patient would submit to a 
biopsy. Of the two remaining possibilities, | would favor an ulcerative stoma- 
titis over periadenitis, but regret that my belief is based on a slim clinical 
impression. Perhaps longer observation and the use of hydrochloric acid, 
pepsin and similar systemic measures might permit a definite diagnosis. 


Dr. MicHELson: I would suggest the use of calcium lactate intravenously 
in cases of chronic aphthous ulcers of the mouth. 

Dr. Sweitzer: I gave the patient calcium lactate by mouth, but there was 
no effect from it 


PAPULONECROTIC TUBERCULID. Presented by Dr. MICHELSON. 

A girl, aged 21, had a scar in the cervical region which was the result 
of an operation for tuberculous glands performed several years ago. She said 
that in her occupation she polished chinaware with powdered glass, and she 
felt certain that the lesions for which she was presented were the result of the 
glass penetrating the skin. On the posterior aspect of the fingers there were 
several discrete hard papules of a deep, blue color with a central necrotic 
plug. They had been present several months. There was a slight inflammatory 
reaction about each lesion. Ordinary treatment which she had applied had been 
of no avail. Ultraviolet radiation had been instituted in the past ten days, 


and the lesions seemed to be receding. 


TuBERCULOSIS VERRUCOSA CuTIs. Presented by Drs. Irvine and TuRNACLIFF. 


A man, aged 44, had lesions on both buttocks extending from near the anus 
outward on both sides. The outer edge of the lesion had a crusted warty 
appearance, while the rest of the lesion had sharply raised margins with a 
smooth, velvety, reddened appearance. The condition started eight years ago 
on one side and three months ago on the other side. Pulmonary tuberculosis 


was diagnosed five years ago. 


DISCUSSION (ON TWO PRECEDING CASES) 


Dr. Micuetson: The interesting feature of my case was the history of the 
possibility of a foreign body reaction, and I wondered if in this patient, who 
had formerly had tuberculous glands, the irritation caused by the foreign body 
might not be a starting point for the tuberculids. 

Concerning the case shown by Dr. Turnacliff, I think that because of its 
extreme chronicity, it is one of verrucous lupus vulgaris rather than tuberculosis 
verrucosa cutis. 

Dr. SHaprro: We have a young intern at Duluth who had tuberculosis of 
the finger. One of the internists suggested that we cauterize these lesions, 
and he was cured by this means. He has been well for six months. 

Dr. Gacer: Dr. Lang was originally a surgeon, and one can see the 
pictures of his operations in the treatment of tuberculosis. This case of the 
verrucous form of lupus vulgaris may possibly be treated by surgical measures 
with good results. A wide dissection could be performed in this area. 


LIcHEN PLANUS JUVENILES. Presented by Dr. SHApiRo. 


A girl, aged 8, presented lesions of eight months’ duration near the outer 
angle of the right eye, on the forehead and on the nose. The lesions appeared 
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shortly after an automobile accident, when the child was thrown to the pave- 
ment, and these lesions appear in the lines of scratches which occurred in this 
accident. The papules are about the size of a pinhead, and some are larger. 
They are reddish, with a shiny top, but the contents cannot be squeezed out. 
The interesting feature of this condition is that the papules come and go. 


DERMATITIS OF JACQUET. Presented by Dr. MICHELSON. 


A baby, aged 7 months, was presented because of numerous elevated, some- 
what eroded, red papules centered over the buttocks. The Wassermann reac- 
tion was negative, and there were no signs of congenital syphilis. The use of 
a mild ointment, extreme cleanliness, and boiling the diapers and soaking them 
in a mercuric chloride solution brought about a marked improvement in the 
condition within a few days. 


Lupus ErytHeMATOsUS (CoNGESTIVE Type). Presented by Dr. MICHELSON. 


A man, aged 40, stated that an eruption on his forehead had appeared 
rather suddenly and without any previous irritation. The eruption consisted 
of six or eight elevated plaques, varying in size from 1 to 2.5 cm. in diameter. 
They were sharply demarcated from the surrounding skin, bright red and 
slightly depressed in the center. They were definitely palpable but did not 
show nodules under glass pressure. Biopsy was performed, and the microscopic 
picture was in accord with the clinical diagnosis. 


Lupus EryrTHEMATOSUsS. Presented by Dr. Boreen. 


A man, aged 70, presented himself at the dispensary with an eruption over 
the face and ears. The lesions were scaly and sharply marginated. There was 
slight atrophy. The condition had been present about eighteen months. 


DISCUSSION ON CASES OF LUPUS ERYTHEMATOSUS 


Dk. MicHerson: This type of lupus erythematosus might be the first sign 
of a disseminated type, or the lesions might disappear without leaving a trace. 
[ have also seen cases beginning in this manner which in time became the 
ordinary chronic, discoid type. Against the diagnosis of sarcoid of Beck was 
the microscopic picture, the central depression and the dilated follicles. 

Dr. O'Leary: I would suggest a diagnosis of sarcoid in the case of the 
elderly man with the lesions on the forehead. The absence of definite scarring, 
plugging and atrophy, and the discrete nodular type of the lesion are points 
that I believe warrant such a diagnosis. I trust this opinion will not raise a 
discussion that will end in quibbling because of the close relationship between 
sarcoid and lupus erythematosus. However, I think if we are to continue to 
use these names, we must endeavor at least to separate the entities clinically. 

Dr. Sweitzer: I do not like to disagree with Dr. O'Leary, but in this 
instance I think the patient has lupus erythematosus. We see a number of 
these cases. I think sarcoids are more liable to stay. I have seen a number 
of patients with lesions that disappear in a short time, and that do not always 
leave scars. This type does not. There is no adherent scale or follicular 
plug. I think this is lupus erythematosus of the subacute type. 


KERATODERMA PALMARE HEREDITARIUM. Presented by Dr. Borren. 


There were five cases, representing three generations of the same family. 
All the cases showed keratoderma extending from the palmar surfaces up on 


> 


the dorsum from 1 to 3 cm. ending with sharp borders. 
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DISCUSSION 

Dr. BorrEN: This is a striking family. I should like to know whether 
any one has any suggestions. The young lady I showed two months ago has 
been given some arsenic, and the condition has improved since I showed her. 

Dr. Otson: The five patients presented all say that their hands are usually 
moist from perspiration. In the ordinary form of keratoderma palmare and 
plantare, the palms and soles are usually dry. 

Dr. BorEEN: As I understand it, in these patients with dry palms, the 
backs of the hands are usually not affected, which is the interesting part of 
these cases presented. 

Dr. Gacer: Darier describes two types, which he terms erythrokeratoderma 
and the dry keratoderma. Patients who have a sharp demarcation by a bluish 
red line at the wrist usually have moist hands. I saw a similar case of Dr. 
Klein’s yesterday. A year ago in St. Paul, I presented a patient who had 
keratoderma of the hands and soles, which was practically dry, hard and 
cornifying. 


PityriAsis Rupra Piraris. Presented by Dr. MICHELSON. 

A girl, aged 15, had been admitted to the University Clinic because of an 
enlarged thyroid. During her stay in the hospital the extensive eruption which 
was presented had developed. It began with a marked scaling of the scalp 
and a peculiar orange-pink eruption of the face. Later a discrete, papular 
eruption occurred on the trunk and arms. At the time of presentation, the 
scalp was covered with thick, waxy, adherent scales. The face was masklike, 
with almost the expression of a scleroderma of a deep peach color. There was 
marked ectropion of the lids. This diffuse eruption spread down the neck and 
shaded off into a papular eruption, which extended to the middle of the abdomen. 
The papules were small, discrete, conical elevations, each having a central horny 
plug which could be extracted only with difficulty. The color of these papules 
was brownish, while the plug was the color of the normal skin. On the backs 
of the phalanges there were a few of these papules, but not as many as is 
usually described under the condition. 


DISCUSSION 

Dr. Sweitzer: I think this is an extremely good case. I saw the patient 
about a month ago, and it is easy to see why a false diagnosis was made. She 
did not then have the typical symptoms she now has. The interesting factor 
of these cases is the treatment. In the old days this disease was classed with 
lichen planus and was called lichen ruber acuminatus, and the treatment is 
supposed to be the same as that for lichen planus. I think Dr. Butler had 
a case some years ago, and I believe he gave that man hypodermic injections 


of mercury. It might be interesting to see whether similar treatment would 


help this patient. 

Dr. O'Leary: The child shows evidence of endocrine disturbance. This 
is the first case of pityriasis rubra pilaris I have seen in a child. Are any 
of the members sufficiently well acquainted with the literature on the subject 
to know whether the relationship is merely coincidental or causative ? 

Dr. MicHetson: The striking features in this case are the mode of develop- 
ment, the peculiar color, the masklike expression of the face and the diffuse 
eruption on the face which shaded off into the papular eruption on the trunk. 
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Biopsy was characteristic for the condition. A striking point was the fact 
that the patient did not have the lesions on the posterior surface of the 


phalanges. 


ERYTHEMA INDURATUM. Presented by Dr. Swe!Tzer. 


A girl, aged 18, complained of ulcers and swelling of both lower extremities, 
which had been noticed only since November, 1926. The lesions were ulcerated on 
an inflamed base, and the edges of the lesions were punched out. 


LICHEN PLANUS OF THE PENIS. Presented by Dr. SHAPIRO. 


A man, single, aged 35, had lesions on the glans penis of twelve years’ dura- 
tion. The lesions presented an area about three fourths of an inch (1.8 cm.) in 
diameter. The lesions consisted of small papules, markedly raised from the 
surrounding skin; they were bluish red, covered with a fine gray-white scale, 
and were closely adherent. There was a great deal of itching from time to time. 
The patient had had a similar lesion on the shaft of the penis, about an inch 
back of this lesion, and this eruption looked very much like the first one. 


DISCUSSION 

Dr. Sweitzer: I usually use hypodermic injections of mercury or bismuth. 

In the last case I had the patient was a business man and as I did not want to 

give him a long course of hypode-mic treatment, I used a sulphur salve. The 

lesion involuted rapidly. I recently had a case of lichen planus on the neck, 

with one spot on the thigh. After a course of mercury, it healed. If the patients 
are given roentgen-ray treatments, the spots disappear. 


CHANCRE Repux. Presented by Dr. Sweitzer. 


This patient had chancre in September, 1926. For this he received four 
injections of neoarsphenamine and was not treated further. In January, 1927, 
he reappeared in the dispensary with a recurrence of the lesion on the identical 


site. D. 


D. TurnactuirF, M.D., Secretary. 


PHILADELPHIA DERMATOLOGICAL SOCIETY 
Regular Meeting, Feb. 4, 1927 
Rose Hrrscuier, M.D., Presiding 


VerrucosE Nevus. Presented by Dr. CHAMBers for Dr. Stokes. 


R. E., a girl, aged 16, presented several elevated, nodular, verrucose lesions 
on the extensor and lateral surface of the lower part of the leg. They were 
of nine years’ duration and had remained almost unchanged, though, according 
to the patient, there was slight involution. 


DISCUSSION 
Dr. KNow es: I think that tuberculosis verrucosa cutis should be considered. 


Dr. WEIDMAN: The sections from biopsy showed no granulomatous changes ; 
there was hyperkeratosis and acanthosis, and few if any changes had occurred 
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in the corium. I have thought of prurigo nodularis, but very little pruritus is 
associated, and that occurred only after the lesions developed. 
Dr. WEIDMAN: There was nothing diagnostic in the microscopic section 


to support a diagonsis of nevus. 
Dr. HirscH_er: Itching should be extreme if it were prurigo nodularis, and 
in the ordinary form there should be a greater number of lesions for a duration 


of nine years. 


A CAseE For D1aGNnosis. Presented by Dr. Corson. 


J. L., a white man, aged 23, a tailor, was first seen eighteen months before 
presentation. He first had a generalized eruption, though it was largely con- 
fined to the body. It was papular, inflammatory, salmon colored, slightly 
infiltrated and scaly, and the diagnosis of pityriasis rosea was suggested. Many 
of the lesions involuted, and a peculiar grouped, almost serpiginous eruption 
was present. These lesions appeared near the elbows and over the buttocks. 


DISCUSSION 


Dr. WEIDMAN: I suggest the diagnosis of Brocq’s parapsoriasis. 
Dr. Stokes: What is the duration of the eruption and the results of 


? 


microscopic examination of the scrapings? 

Dr. Corson: The lesions were of fourteen months’ duration, and the first 
scrapings were negative for fungi. No scrapings had been taken recently. 

Dr. Stokes: What was the progress of the eruption? 

Dr. Corson: The eruption has recently been practically stationary, though 
more grouped now than previously. 

Dr. SCHAMBERG: I regard this as a fungous infection, even though the 
observations are normal. Dr. Hartzell had a case similar to this one, and | 
have had a patient with onychomycosis, who from time to time had an eruption 
similar to this one. Results of examinations should be repeatedly negative 
before fungous infection can be ruled out. There is a superficial resemblance 
to erythema perstans. 

Dr. Stokes: Has the patient been out of this country? 

Dr. Corson: The patient was foreign born, but has not been out of the 
United States in many years. 

Dr. Stokes: I agree that erythema figuratum perstans should be considered. 


A Case For DiaGnosts. Presented by Dr. SCHILDKRAUT. 


L. B., a man, aged 50, a carpenter, had his teeth extracted for pyorrhea 
eighteen months before presentation. One month later, he had plates inserted, 
after which irritation developed on the inner side of the left cheek. The condi- 
tion became worse, until the inner side of both cheeks were denuded, and 
covered by a false membrane. Cultures showed Vincent's organisms and pneu- 
mococci. Later, short-chained streptococci were found, but no Vincent's organisms. 
Still later, staphylococci, and then short-chained streptococci and _ staphylo- 
cocci were obtained. The Wassermann reaction was negative, and there was 
no history of the use of drugs. 


DISCUSSION 


Dr. ScHILDKRAUT: The patient has been treated as though he had an 
ordinary stomatitis, receiving treatment with Kromayer light twice a week. 
A solution, 4-intro-3, 5 bisacetoxymercuri-2-cresol, 1: 5000, has been used as a 


mouth wash. 
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Dr. GREENBAUM: What about the presence of blebs? I notice a small bleb 
near the right nostril. 

Dr. ScHiLpKrAUT: I had not noticed any blebs. 

Dr. KNowLes: It seems to me that this condition is almost typical of 
Vincent’s angina, seen so commonly during the war. I advise the injection of 
arsphenamine intravenously and locally. 


Dr. SCHAMBERG: I would suggest that this might be an initial stage of 
pemphigus, but the duration of the lesion makes that diagnosis improbable. I 
have seen a number of these conditions which lasted several years, sometimes 
recurring. I have seen them clear up with autogenous vaccines, though in one 
case there was a relapse. The condition in another patient cleared up after 
injections of 5 ce. 1 per cent mercurochrome-220 soluble intravenously. I 


would classify these lesions as chronic erosive stomatitis of infectious origin. 

Dr. Stokes: I advise caution in eliminating pemphigus entirely. In a 
patient with lesions confined to the mouth I have seen the condition last for 
three years before generalization. There is a relatively benign pemphigus of 
the mouth which clears up under antisyphilitic measures, and then a relapse 
occurs. I have seen a number of patients whose symptoms began with a 


diagnosis of pyorrhea made by dentists. 


Psorrasis. Presented by Dr. Wricut for Dr. KLAUDER. 


T. S., a man, aged 24, when last seen by Dr. Klauder, had a psoriasis of 
the scalp, and of the back of the hands and the lips, but the lip condition had 
cleared up. Dr. Klauder had intended to present this case to show psoriasis 
of the mucous membranes. 

DISCUSSION 

Dr. SCHAMBERG: While the lesions on the wrists look like psoriasis, the 
character of the eruption on the mucous membrane of the lips, with the history 
of the primary appearance of the eruption on the lips, makes me consider the 
diagnosis of psoriasiform seborrheic dermatitis. I have never seen mucous 
membranes involved by psoriasis even in extensive and universal cases. 


SEBORRHEIC DERMATITIS. Presented by Dr. Wricut for Dr. KLAUDER. 


G. F., a colored girl, aged 6, had a generalized eruption of patches, varying 
in size from that of a pea to that of a half dollar. The patches were discrete, 
sharply marginated, deeply pigmented and showed a slight superficial scaling. 
They were slightly infiltrated. The duration was three years. The scalp was 
covered with a heavy dry scale, which in the back was piled up into masses. 
Chere was a distinct mousy odor, and a tendency for the hair to fall out. 


Laboratory examinations had not been made. 


DISCUSSION 
Dk. GREENBAUM: I suggest that examination be made for fungi. 
Dr. WEIDMAN: These examinations should include search for yeasts. The 
pityroid variety of favus might give an eruption of this kind. I am inclined to 
believe that some yeast or fungus other than that of favus would be found. 


\ Case ror D1aGnosts. Presented by Dr. Strauss. 
L. F., a man, aged 18, was presented three or four months ago with typical 
Iluscum lesions over both eyes. These bodies were removed, and then a 
nonth ago, the generalized eruption on the face appeared. These lesions 
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were not like the original ones, but were deep seated papular and pustular. A 
tentative diagnosis of acnitis was made. 


DISCUSSION 


Dr. SCHAMBERG: I agree that this was acnitis, though the lesions are smaller 
than those of the classic type. There was only one hypodermic lesion. The 
condition is not so severe as that in several cases the results of which I have 
published. The essential difference between this condition and the tuberculids 
is that this runs a definite course, and improves within a definite period, usually 
about nine months, independent of the treatment used. The disease is one, 
sui generis, and not tuberculous in nature. 

Dr. Stokes: I agree with Dr. Schamberg. There are few central necroses, 
and the ears are not affected. I have occasionally seen a follicular sycosis 
which produced papular instead of pustular lesions. 

Dr. WEIDMAN: I think that the contents of a lesion should be examined for 
Demodex. Whitefield has described Demodex impetigo in his textbook in cases 
which were first thought to be molluscum. 


Fixep ARSENICAL DerMaATiTIs. Presented by Dr. Sipiick. 


W.I., a white man, aged 50, was being treated far latent syphilis, and while 
receiving his third course of neoarsphenamine, developed lesions on the fore- 
arms, about the size of a pea. After two more injections of 0.6 Gm. of neo- 
arsphenamine, new lesions had appeared, but since treatment was discontinued, 
no other lesions had appeared. There was no itching. The patient refused to 


submit to biopsy. 
DISCUSSION 

Dr. Stokes: I believe that the duration of five weeks after stopping treat- 
ment and the lack of pigmentation are somewhat against such a diagnosis. | 
have seen a case in which the condition seemed to be a fixed arsenical exanthem, 
but which turned out to be a phenolphthalein eruption, due to the drug in a 
proprietary laxative which the patient was using incidentally. 

Dr. Siptick: The patient says that he has not taken any drugs except those 
from the clinic. The lesions are not as inflammatory as formerly. 

Dr. Strauss: The patient received a dose of neoarsphenamine two weeks 
before presentation. It was given inadvertently. 

Dr. SCHAMBERG: I have seen several cases of fixed arsenical exanthems, 
which retained the reddish coloration for a long time instead of becoming 
pigmented. 


Sarcoip. Presented by Dr. Brown. 


K. H., aged 50, had an eruption for nine months. It started on the right 
eyebrow, and the entire eruption, limited to the forehead, appeared within the 
nine months. Some roentgen-ray treatment was given, and a portion of the 
eruption was cleared up. The Wassermann reaction was negative, as was a 
provocative test. The lesions were oval, roughly the size and shape of almonds, 
inflammatory and showed central depressions. The borders were soft and 
elevated. There was no scaling. 

DISCUSSION 

Dr. KNow.LeEs: I suggest the diagnosis of granuloma annulare, though the 
lesion is rather inflammatory for that condition. The infiltrated ring suggests 
that diagnosis. 
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Dr. WeIDMAN: I agree with the diagnosis of sarcoid. I should like to 


remind the members of this society of the case of extensive ringed eruption 
presented by Dr. Corson some time ago, in which the histologic examination 


showed a tuberculous structure. There is the possibility of a transition between 


diseases. 


Prurico NopuLARIS. Presented by Dr. HaArtE-DRANT. 


B. V., a man, aged 56, developed a dermatitis on the arms, legs and face, 
about August, 1926. The patient had worked with aniline dyes prior to the 
onset of the condition. The eruption on the face and legs cleared up in two 
weeks. The patient was seen in November, with a more purplish and more 
indurated eruption than is now present. There were also more numerous 
lesions. At present, there is a papular eruption over the arms and legs, con- 
sisting of deep-seated lesions. 

DISCUSSION 

Dr. WeIDMAN: I think that this is a case of chronic papular eczema. In 
the section under the microscope there was a pustule with excoriation over it. 
| believe that the lichenoid changes are more of a lichenification than a lichen 
planus. 

Dr. Strauss: I believe that this is a lichenoid folliculitis or lichen planus 
of a hypertrophic type. 

Dr. SCHAMBERG: The original name for prurigo nodularis was lichen 
obtusus. The microscopic picture in this case does not differ essentially from 
that of the two cases published some years ago by Schamberg and Hirschler. 
There is not the sharp circumscription of cellular infiltration in the papillary 
layer, commonly seen in lichen planus. Clinically it is not typical of prurigo 
nodularis, but Dr. Harte-Drant said that the lesions were much _ thicker 
previously. 

Dr. HirscH_er: I agree with Dr. Schamberg. The picture is not typical of 
prurigo nodularis. Hypertrophy is usually greater, and the itching intolerable. 
The patient would sometimes completely dig out a lesion by scratching, and 
another lesion would appear at the same place. 


DETROIT DERMATOLOGICAL SOCIETY 
Annual Meeting, Feb. 15, 1927 
Roiiin H. Stevens, M.D., Presiding 


\ Case ror DiaGnosis. Presented by Dr. JAMIESON. 


E. R., a married woman, aged 30, had noticed the appearance of three lesions 
within the previous seven months. In the right axilla there was a small 
lenticular, erythematous patch, flat and apparently undergoing involution; there 
were no subjective symptoms. Beneath the left breast was a similar lesion, 
ipparently more recent, and there was another in the left posterior axillary line. 
The latter had been present for three or four months; it was a reddish, slightly 
elevated granulomatous nodule, with a definite border which was somewhat 
suggestive of epithelioma. 
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DISCUSSION 
Dr. SHAFFER: Histologically, there is an unusual infiltration of granulo- 
matous appearance. 
Dr. ParkHurst: A few flat, violaceous papules scattered elsewhere are 
suggestive of lichen planus. 


ULCERATING GUMMA OF THE SOLE OF THE Foot. Presented by Dr. SCHILLER and 
Dr. SCHLEGELMILCH. 


S. S., a girl, aged 18, unmarried, was said to have had a generalized eruption 
about one year previously, and to have received six intravenous and six 
intramuscular injections at that time. Two months before the time of pre- 
sentation, a nodule appeared on the dorsum of the foot. It broke down, and 
soon the entire dorsum and inner surface of the foot became involved. There 
was extensive ulceration. The Wassermann and Kahn reactions were strongly 
positive. There had been no treatment. 


DISCUSSION 
Dr. WitE: The location of this tertiary syphilid is unusual, and healing 
may be slow. 


EryTHEMA MULTIFORME. Presented by Dr. SCHILLER and Dr. SCHLEGELMILCH. 


M. S., a married woman, aged 45, born in England, had a nonpruritic erup- 
tion of erythematous macules and papules varying in size from that of a pinhead 
to that of a dime, of a week’s duration, on the dorsa of the hands and on the 
thighs, legs and ankles. There were joint pains, hoarseness and a mild con- 
junctivitis. 


A Case For DiaGnosis. Presented by Dr. STEVENs. 


This case, presented at the meeting of Oct. 19, 1926, has been reported pre- 
viously in the Arcuives (15:363 [March] 1927). 


A Case ror DraGnosts. Presented by Dr. BrppLe. 


E. G., a Hungarian woman, aged 43, married, had lived in the United States 
for seventeen years, and was employed in a dry goods store. She complained 
of feeling chilly and of tiring easily. Symmetrical erythematous and atrophic 
areas were found on the dorsa of the hands, ulnar surfaces of the forearms, 
elbows, thighs and hips. She had first noticed the condition ten years 


previously. 


MorPHEA WITH INVOLVEMENT OF THE MUCOSA OF THE Lip. Presented by Dr 
WILE. 


D. B., a girl, aged 9, in good general health, had had the usual diseases of 
childhood, including diphtheria. Cutaneous lesions had been noticed first in 
September, 1925; the affected areas were pale at first, and later had become 
firm and lardaceous. The back, neck, right ear, left leg and foot and middl 
portion of the upper lip were affected, the mucosa of the lip being involved 
There were circumscribed plaques in which the skin was white and firm, with 
the typical consistency of scleroderma, surrounded by a violaceous zone. The 
right ear was considerably deformed by the process, and the upper lip gav 
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the impression of a repaired harelip, due to deformity as a result of the 
involvement. The basal metabolic rate had been 17 per cent on one occasion 
and 3 per cent on another. The Goetsch test was normal. The sugar content 
of the blood while the patient was fasting was 101 mg. per hundred cubic centi- 
meters. The blood count was normal. There had been definite improvement 
under the administration of a solution of potassium arsenite, and thyroid 
extract, with a massage of the affected areas. 


GENERALIZED TELANGIECTASIA (?) Presented by Dr. JAMIESON. 


H. McG., a man, aged 56, employed in a factory, had been a coal miner for 
forty years. Three years previously, there had been a dermatitis of the trunk, 
arms and legs, said to have been due to working in an acid; it had disappeared 
after a short time. Six or seven years previously, telangiectatic areas had 
appeared on the elbows, and the back, legs and face had been involved subse- 
quently. There was generalized pruritus, most noticeable on disrobing. A 
dermatitis of the legs, apparently due to varicose veins, was undergoing 
involution. 

DISCUSSION 

Dr. WiteE: The cases of Drs. Biddle and Stevens may be called idiopathic 
atrophy, the former being early acrodermatitis chronica atrophicans. Morphea 
does not properly belong in this group. Dr. Jamieson’s case belongs more 
probably in the purpura group, perhaps in the group with Majocchi's disease. 


Sarcoi (?). Presented by Dr. SCHILLER and Dr. SCHLEGELMILCH. 


A. A., a married woman, aged 33, born in Poland, had lived in America for 
sixteen years. Five or six years previously she had noticed a reddish lesion 
over the right scapula, and shortly afterward another lesion had appeared over 
the region of the left deltoid. They were smooth, round nodules, about the size 


of a quarter, infiltrated and faintly erythematous. They had _ remained 
unchanged for five years. The patient had not been given any treatment. 


DISCUSSION 


Dr. BARNEY: The nodules extend deeply, are yellowish and show atrophy. 
Possibly there is colloid degeneration. 


ERYTHEMA INDURATUM; EmBotic TUBERCULOSIS. Presented by Dr. WIxe. 


D. W., a girl, aged 20, unmarried, said that her mother had died of tuber- 
culosis. Nodules and ulcers had been present on the patient's legs for the 
previous five years, having first appeared while she was in a hospital for 
the treatment of tuberculosis. The lesions were usually painful. Following the 


removal of calcified lymph nodes from the left cervical region, the skin lesions 
had decreased greatly in size and number and lost their tendency to ulcerate. 
The patient’s weight had increased and her general health had improved. There 
were no other signs of tuberculosis, in the chest or elsewhere. The clinical 


diagnosis of erythema induratum was confirmed by biopsy. 


Souamous Ceti CARCINOMA IN AN OLp Stasic Utcer. Presented by Dr. WILE. 


J. A., a farmer, aged 72, had had typhoid fever and malaria. There had been 
numerous traumas of the legs, and the left leg had been amputated. There was 
no history of cancer in the family. There had been a compound fracture of 
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the right leg twenty-two years previously, since which time ulcerations had 


been present almost continuously at the site of injury, with no associated 


symptoms. On the anterior surface of the middle third of the right leg there 
was a lesion with the characteristics of a stasic ulcer. Partially surrounding 
this were some atrophic scars, and a larger elevated and rolled lesion, which 
was somewhat fixed to the underlying tissues, markedly infiltrated and painless. 
Histologic study showed the presence of a squamous cell carcinoma. 


SPLENOMEGALY WITH ACHOLURIC JAUNDICE (FAMILIAL OR HEREDITARY JAUNDICE). 
Presented by Dr. WoLLENBERG. 


E. B., an unmarried woman, aged 36, said that her paternal grandfather, 
father and only sister had had chronic jaundice, and that she had first noticed 
a yellowish tint of her skin while a school girl. This had persisted, its intensity 
varying. The spleen was palpable. The result of the van den Bergh test 
indicated that the jaundice was nonobstructive. The icteric index was 23 (the 
normal being from 5 to 7). The urine contained a faint trace of indoxyl and 
a slight increase of urobilinogen, but no bile. 


DISCUSSION 
Dr. SCHILLER: Has the bluish discoloration of her fingers and toes anything 
to do with this condition? 
Dr. WoLLENBERG: The development of her chest is poor, as well as her 
general condition; there is vascular stasis. 
Dr. JAMIESON: She has rosacea, and her condition may furnish a clue as 
to its etiology. 


ArGykIA. Presented by Dr. WoLLENBERG. 


E. B., a married woman, aged 51, had noticed a slate colored pigmentation of 
the cutaneous and mucous surfaces, especially of the hands and face, for 
fifteen years. Prior to that time, she had taken pills containing silver for four 
years, because of gastric trouble. Sodium thiosulphate had been given intra- 
venously for two months prior to the time of presentation, with no appreciable 


result. 


RECURRENT Herpes FacraAtis. Presented by Dr. SHAFFER. 

A child, aged 6, had an involvement of a large part of the right cheek. 
There had been eight or ten similar attacks yearly, each usually having been 
preceded by a “cold.” The child had infected tonsils and adenoids, and marked 
dental caries. There was some atrophic scarring on the cheek from previous 
lesions. 

DISCUSSION 

Dr. Bro—EMAN: I have recently seen two cases with involvement of the 
Same area. 

Dr. Scotter: I recently saw a case of nineteen years’ duration, com- 
plicated by tonsillitis and pharyngitis. 

Dr. WitE: In certain cases, the outbreaks appear at a site of previous 
traumatism. 

Dr. BARTHOLOMEW: I have seen a case in which the etiologic factor was 
apparently dietary. 
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Dr. ParkHurst: I recently saw a case in which the tonsils were infected 
and in which one entire ear had been involved repeatedly. 


LATE SYPHILODERM SIMULATING Lupus VULGARIS. Presented by Dr. WILE. 


L. S., a widow, aged 52, whose history was not suggestive of syphilitic 
infection, had broken her leit radius and the styloid process of her ulna two 
years previously. For one year prior to the time of presentation, there had 
been a painful bony swelling at this site, and for seven months a lesion had 
slowly involved the right side of the face, without pain or ulceration. Over 
the right cheek, just anterior to the ear, there was a dully inflamed patch, the 
size of half a palm, fairly well outlined and made up of groups of small 
nodules, which were originally apple jelly colored on diascopy. The arrange- 
ment was slightly serpiginous, and although there was some atrophy, the 
overlying epidermis was not actually destroyed. The infiltration was slight 
Under treatment with mercuric chloride and potassium iodide, the lesion had 
greatly faded, and the painful tumescence of the left forearm had entirely sub- 
sided. There was also cardiac enlargement. The Wassermann reaction was 


strongly positive. 


\ Case ror Dracnosis. Presented by Dr. STEVENs. 


H. L., a Canadian, aged 46, a salesman, had first noticed a small “pimple” on 
the right cheek in July, 1925. It soon ulcerated, and roentgen-ray and radium 
treatment were given, a histologic diagnosis of cancer having been made. The 
reaction was severe. At the time of presentation, there was extensive scarring 
of the right cheek, with ulceration involving the right naris and upper lip. The 
nasal septum was perforated. There was no deep infiltration about the border 
of the ulcer. The histologic diagnosis was “tuberculous granuloma with ulcera- 
tion.” The Wassermann reaction had been negative on several occasions. 


DISCUSSION 

Dr. SCHILLER: Perhaps this might be a syphilitic process, aggravated by 
irradiation. 

Dr. TAuBER: It appears to me to be a tuberculous condition in which most 
of the destruction is due to the treatment with radium. The scars on the ears 
suggest lupus erythematosus. 

Dr. JAMIESON: There was an enlargement of the tongue suggestive of 
gummatous infiltration. There may have been a secondary mycotic infection. 
[ agree that the patient is suffering mainly from too much irradiation. 

Dr. Driver: The appearance of the process is suggestive of syphilis. 
therapeutic test should decide this. 


Dr. Wire: The condition is surely not lupus vulgaris; the development has 
been too rapid. It is more like a syphilid. 


ANNULAR LICHEN PLANUs. Presented by Dr. SCHILLER and Dr. SCHLEGELMILCH. 


H. M., a Jew, aged 39, a laborer sorting copper in a smelting plant, had 


lived in America for seventeen years. Five months previously, an itching 


eruption had appeared on the extremities. The arms, legs, penis and buccal 
mucosa were involved, and the cutaneous lesions were small, violaceous, flat, 
polygonal papules, with a pronounced tendency toward small ring formation. 
Great improvement followed intramuscular injections of mercuric chloride. 
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ScroTaAL ELEPHANTIASIS; RADIODERMATITIS; CARCINOMA OF THE BLADDER. Pre- 
sented by Dr. SHAFFER. 


E. J. had received deep roentgen-ray treatments for carcinoma of the bladder, 
beginning in June, 1923, with resultant telangiectasia and atrophy of the exposed 
areas (the pubis, iliac crests and sacrum). These patches showed lardaceous 
infiltration. There was pronounced lymph stasis and edema of the penis and 
scrotum, apparently secondary to lymph blockage from the infiltration in the 
pubic area of radiodermatitis. 


A Case For D1aGNosis: XANTHOMA OR NeEvus (7). Presented by Dr. JAMIESON. 


R. M., a boy, aged 5 months, had a flat, yellowish-red nodule on the right 
side of the forehead, which had first been noticed two weeks after his birth. 
The nodule was the size of a small coin, and was stippled with chamois yellow 
spots. 

DISCUSSION 
Dr. SHAFFER: A determination of the blood cholesterol would aid in the 


differentiation. 


GRANULOMA FUNGOIDES WITH LEUKEMIC BLoop FINvINGs. Presented by Dk. 
WILE. 


M. M., a Jew, aged 68, had always been in good health until nine months 
betore the time of presentation. At that time he had noticed almost universal 
itching and burning of the skin. During June, 1926, he noted a generalized 
exfoliative dermatitis, for which he took medicine of unknown character. He 
then received about a dozen exposures to quartz light and roentgen rays, but 
the condition became progressively worse. In addition to the exfoliation, the 
skin became bluish, especially over the extremities, the nodules appeared about 
the upper part of the trunk. There were few constitutional symptoms, besides 
weakness and inability to keep warm. At the time of presentation, there was 
a universal exfoliative dermatitis with considerable infiltration of the skin. 
The skin was dull red, with numerous round and oval nodules and tumors, 
varying in size from that of a pea to that of a half-palm, markedly infiltrated 
and painless. These nodular patches were enlarging, but had not ulcerated. 
There was generalized lymphadenitis and a palpable splenic enlargement. The 
white blood cells numbered 25,000, and 3 per cent were eosinophils, 67 per cent 
were lymphocytes and 29 per cent polymorphonuclear cells. The histologic 
report was “cutaneous leukemic lIymphoblastoma.” Colloidal baths and the 
roentgen ray were being used locally, and sulpharsphenamine intravenously. 


MuttipLe ANGIoMAS. Presented by Dr. VAN RHEE. 

D. N., a girl, aged 1 year, had tumors of various sizes on the scalp, fore- 
head, chest, abdomen and back. They had been present since birth, and 
were elevated, reddish and purplish. Two large tumors on the scalp had 
increased in size. Surgical treatment and applications of solid carbon dioxide 
had been proposed. 

DISCUSSION 

Dr. Driver: Solid carbon dioxide has produced good results in such cases, 
at least as good as radium. 

Dr. BroeEMAN: The use of radium on the scalp would result in loss of hair 


Dr. GipANS: I suggest the use of electrocoagulation in this case. 
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Dr. ScHILLER: I have treated some patients with electrodesiccation, pro- 
ceeding from the periphery inward, with good results. 


A Case ror DiaGNosis. Presented by Dr. BIppLe. 


M. G., a schoolgirl, aged 7, had an eruption of about six weeks’ duration, 
nonpruritic, and consisting of slightly pigmented scaling maculopapules, of 


generalized distribution. 
DISCUSSION 

Dr. Wire: This may be an atypical pityriasis rosea, but is more probably 
lichenoid parapsoriasis. 

Dr. Driver: I believe that this interesting case is one of lichen urticatus. 

Dr. ParKHuRsT: I agree with the diagnosis of lichenoid parapsoriasis. 

Dr. FisHer: It was my impression that this case represents a borderline 
between seborrheic dermatitis and psoriasis. 


Dry DERMATITIS OF THE PALMS IN A CASE OF HypoTHyrRoIDISM. Presented by 
Dr. SCHILLER and Dr. SCHLEGELMILCH. 


M. W., a housewife, aged 39, presented a palmar dermatitis of four years’ 
duration. It had begun as a pruritic, dime-sized patch at the base of the right 
thumb, and soon both entire palms were involved. The skin of both palms 
was thick, dry and scaling, with some burning and itching. Great improvement 
had followed the administration of 1 grain (0.065 Gm.) of thyroid extract, 
twice daily. 

DISCUSSION 

Dr. JAMIESON: I saw this patient four years ago, immediately after the 
onset of the dermatitis. There were sharply outlined, pruritic erythemato- 
squamous patches, with the appearance of dermatophytosis, but there was no 
response to local treatment. 


A Case For DiaGNnosis. Presented by Dr. JAMIESON. 


G. H., a married woman, aged 22, had first noticed small painful ulcers 
around the tip and sides of the tongue one and one-half years previously. The 
tongue appeared to be somewhat infiltrated and enlarged at the tip, with some 
scars at the sites of former ulcers. The patient has been under observation 
for only one week. 

DISCUSSION 


Dr. SHAFFER: The condition impresses me as being lingua geographica. 


PsorrAsis SIMULATING Lupus ErytTHEMATOSUsS. Presented by Dr. JAMirson. 


R. D., a young woman, married, had had guttate psoriasis for thirteen 
years. Five weeks previously, an acute inflammation had appeared on the 
nose and face, followed by an acute outbreak of intensely erythematous 
psoriasiform lesions on the face, nose, forearms and hands. There was con- 
siderable infiltration and crusting of the lesions, and those on the face had 
the typical butterfly distribution of lupus erythematosus. During the week prior 

the time of presentation, some of the erythema and swelling had subsided, 
leaving heavily scaling lesions with characteristics of psoriasis. The tonsils 
had been removed previously, and roentgenograms revealed no dental pathologic 

ndition. 
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A Case ror DiraGnosis. Presented by Dr. VALADE. 

C. T., a widow, aged 55, colored, had first noticed lesions on the face, scalp 
and trunk, with pruritus, six months previously. Infiltrated erythematous 
patches, with nodules interspersed, spread in batwing shape over the nose and 
adjacent parts of the cheeks; the forehead and scalp were similarly involved; 
there was no alopecia. The follicular orifices were gaping, but there was no 
scale. Some scarring was present. Scattered over the trunk were numerous 
small follicular papulovesicles, some of which were grouped in circles; there 


were scars at the sites of former lesions. 


DISCUSSION 

Dr. SHAFFER: Although the butterfly-shaped patch over the nose suggests 
lupus erythematosus, I cannot call the lesions on the trunk lupus erythematosus. 
The eruption on the trunk is suggestive of erythema multiforme. 

Dr. FisHer: I recently treated a patient who had lupus erythematosus with 
gold and sodium thiosulphate. The lesions cleared up, and there has been no 
recurrence after five months. The results have also been good in two of thre¢ 
other cases. 

Dr. Norris: This treatment was used in two of my cases. One patient 
improved in three weeks, and later disseminated patches appeared. There was 
no improvement in the second case. 

Dr. Doty: In one of my cases in which the patient was treated with th 
gold compound, the lesions disappeared; in another case, there was no benefit 

Dr. Jacop: We have seen a marvellous response to treatment with a gold 
preparation in three cases, and definite improvement in two. 

Dr. Driver: We have treated two patients who had lupus erythematosus 
by protein shock, and with typhoid injections, with good results. The condition 


has lately recurred in one case. 


A Case ror DiaGNosis. Presented by Dr. Dory. 


E. K., an unmarried woman, aged 21, presented excoriated linear verrucous 
patches on the back and legs, said to have been present since birth. There was 


considerable pruritus, especially in warm weather. 


DISCUSSION 
Dr. Wire: This appears to be a linear nevus, affected by scratching, in a 


neurotic patient. 


SCHAMBERG’S PROGRESSIVE PIGMENTARY DerRMAToOsIS. Presented by Dr. JAMIESON 


J. K., a Hungarian tailor, aged 42, had first noticed small, raised, yellow 
pigmentary lesions on the inner surface of the right leg eight or nine months 
There was no scaling and no pruritus, but an occasional sensa 
tion of burning. The lesions were primarily small reddish cayenne peppe! 


previously. 


spots, grouped in patches; they later became yellowish. 


PityRIASis Ruspra Pitarts; Lupus Vutcaris. Presented by Dr. SHAFFER. 
M. P., a student, aged 17, for many years had had recurrent attacks of 

a generalized dermatitis, especially affecting the neck and arms. As presented, 

the condition was in a stage of remission. There was a nutmeg-grater appear 
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ance of the skin of the arms and upper part of the chest, due to small follicular 
papules. A patch on the arm had been diagnosed histologically at Ann Arbor 
as lupus vulgaris. 


KERATOSIS PALMARIS ET PLANTARIS (?). Presented by Dr. PARKHURST. 


M. G., a schoolgirl, aged 9, had noticed large and small coin sized keratotic 
patches on the palms and soles for two years. The heels and anterior portions 
of the soles were especially involved. The areas were dry, scaling and sharply 
outlined. An epidermophyton had been found in scrapings, but it may have 
heen a secondary invader. There had been insufficient time for treatment. 


DISCUSSION 
Dr. NETHERTON: I would favor a diagnosis of dermatophytosis. 
Dr. Driver: I believe that the condition is a congenital palmar and plantar 
keratosis of mild degree; the lesions on the heels suggest this. 


Dr. WoOLLENBERG: I agree with Dr. Driver. 


\ CAsE FOR DraGnosts. Presented by Dr. WILE. 


R. S., a girl, aged 8, in good general health, had had an eruption of almost 
general distribution for fifteen months; only the face and upper part of the 
back remained unaffected. The eruption had been generalized from the onset, 
having appeared first as papules, some of which apparently became vesicular, 
and later ulcerated, leaving atrophic scars. At first there had been pain and 
pruritus, but subsequently there had been no subjective symptoms. When 
presented, the patient had an eruption with a predilection for the extremities, 
buttocks and groins. The lesions were inflammatory, many being purplish, and 
ranged from the size of a pea to that of a quarter dollar. Most of them were 
papules, but some gave the impression of early bulla formation. There was 
necrosis and crusting of some of the later lesions, and scarring from previous 
lesions. Deep scars in both groins suggested a preexisting suppurative adenitis. 
The histologic picture was that of a chronic pyogenic process with many 
eosinophils ; cultures showed only Staphylococcus albus. 


DISCUSSION 

Dr. Wreper: This case is apparently an unusual toxic erythema. 

Dr. Tauser: The distribution is that of dermatitis herpetiformis. 

Dr. NETHERTON: I agree with Dr. Tauber. 

Dr. WoLLENBERG: I agree with a diagnosis of dermatitis herpetiformis. 

Dr. RAUSCHKOLB: We must consider the possibility of this being a 
yvoderma. There are many lesions on the buttocks, and there is a history of 
neuresis. 

Dr. Jacop: Dr. Rauschkolb has made a good suggestion. I note that there 
is been some improvement with dressings of potassium permanganate. 

Dr. Wreper: Staphylococcus albus was found in this case. A diagnosis of 
Duhring’s disease has been considered, but the grouping is not typical, and 
there is no pigmentation. 

Dr. WiLte: Dr. Otto Foerster saw the patient lately and suggested a possi- 
bility of sporotrichosis. It is not in the group of cachectic dermatoses. I would 


place it in the group of toxic erythemas. 
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DERMATOLYsSIS. Presented by Dr. VALADE. 


S. Y., a woman, aged 24, unmarried, a telephone operator, had first noticed 
a laxity of the skin at the age of 12. The condition was generalized, and more 
pronounced about the neck, axillae, abdomen and inguinal regions. Around the 
neck the skin was raised in folds resembling grouped papules, and its color was 
brownish red. The same pigmentation was noted in the skin of the chest, 
abdomen and thighs. The patient was 5 feet and 5 inches (164.11 cm.) tall, and 
weighed 137 pounds (62.1 Kg.). There had never been any loss of weight. The 
general health was good. 

DISCUSSION 


Dr. Driver: This case is interesting, and I agree with the diagnosis; but we 
must consider the possibility of lipodystrophy. 


A Case ror DiacGnosis. Presented by Dr. PARKHURST. 


M. B., a married woman, aged 38, presented lesions of the skin of eleven 
years’ duration, the scalp alone being unaffected. On the arms, forearms and 
both sides of the hands, and especially on the legs, ankles and dorsa of the feet, 
there were more or less markedly elevated verrucous masses, of prevailingly 
linear arrangement, apparently made up of groups of follicular keratoses. Many 
of the keratotic plugs were removable. Elsewhere, and especially on the entire 
face and about the shoulders, there were many scattered pinhead-sized 
follicular keratoses. Several finger-nails were ridged with deep longitudinal 
furrows. The Wassermann reaction was negative. (Sections were subsequently 
examined, and no corps ronds were found. The granular layer was slightly 
thickened in places, and there was a moderate perifollicular lymphocytic infiltra- 
tion in the upper derma.) 

DISCUSSION 

Dr. SHAFFER: This is an unusual case. The linear distribution of the 
lesions on the arms and legs is suggestive of lichen planus hypertrophicus. 

Dr. WiepverR: A diagnosis of hypertrophic lichen planus has been suggested. 
Some areas on the back suggest Darier’s disease. 

Dr. ParKuHurst: I have been unable to find any flat papules of lichen 
planus in this case, and the mucosae are not involved. Plugs can be expressed 
from the vegetations on the legs. There has been no pruritus. 


Dr. Jacop: Lichen planus may present follicular plugs. 


Dr. NETHERTON: In this unusual case, I favor a diagnosis of lichen planus 
hypertrophicus. 


TuBercuLosis Cutis. Presented by Dr. Troxe . 


W. B., a negro, aged 19, a garbage collector, had had an infection under the 
chin in June, 1925, witha rather marked cellulitis which lasted for several 
weeks. Under treatment, the acute inflammatory condition had _ subsided, 
leaving a persistent irregular, hard, verrucous infiltration. Late in 1925, the 
tip of the nose became similarly involved, and by gradual extension the cheeks 
and upper lip were affected. The entire area was somewhat elevated, infiltrated 
and covered with wartlike papillary hypertrophy. A constant purulent secretion 
from these lesions formed a crust. The Wassermann reaction was negative 
The histologic diagnosis was “tuberculosis of the skin.” Some roentgen-ra) 
treatment had been given. 
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DISCUSSION 


Dr. JAMIESON: Before the roentgen-ray treatment, this case was indistin- 
guishable from one of blastomycosis. 


Dr. RAUSCHKOLB: Ina recent case in which the leg and arm were involved, we 
curetted off all the superficial granulations and rubbed in powdered potassium 
permanganate. Now, after one month, healing is under way. 


Dr. Driver: In the case described by Dr. Rauschkolb the result was 
excellent. 

Dr. TRoxELL: In this case, a biopsy was performed on the lip, severe hemor- 
rhage resulting. Crystals of potassium permanganate were applied for hemo- 
stasis. The involvement of the lip is now much improved. 


Dr. Stevens: Carbon arc light baths, as used in Europe, are beneficial. 


A Case For DiaGnosis. Presented by Dr. VAN RHEE. 


J. K., a laborer, aged 39, had first noticed a small sore on the left side of 
the lower lip four and one-half years previously. Six months later a caustic 
was applied, and then zinc oxide ointment. The patient smoked twenty cigarets 
daily, but did not smoke a pipe. At the time of presentation there was a dime- 
sized, painless ulcer, covered with a gray crust. It was infiltrated; no regional 
lymph nodes could be felt. The Wassermann reaction was negative. 


DISCUSSION 
All agreed on a diagnosis of epithelioma. 


Dr. STEVENS: Many epitheliomas start at the site of repeated cigaret burns 
of the lip. 


A CAsE For D1aGnNosis. Presented by Dr. TROXELL. 


F. W., a negro, aged 44, a plumber, had had a deep seated nodule on the 
dorsal surface of the penis one year previously. This nodule had healed ‘cen- 
trally, forming an oval ring which had enlarged to a diameter of about 2 cm. 
After several months the lesion had healed, leaving a small scar. Eight months 
hefore the time of presentation, similar lesions had appeared on the scrotum; 
these lesions had persisted. One was about 5 cm. in diameter, with a sharply 
demarcated, elevated border from 4 to 6 mm. wide; another was semicircular 
and about 2 cm. in diameter. The centers were apparently normal. Wasser- 
mann reactions had been negative repeatedly, and the examination of scrapings 
had been negative also. 

DISCUSSION 

Dr. Barney: There seem to be two possibilities in this case: an annular 
syphilid or annular lichen planus. On the scrotum there is a small pea-sized 
nodule, suggestive of syphilis. A negative Wassermann reaction is uncommon 
in annular secondary syphilids. This may be a borderline case between late 
secondary and tertiary lesions. I would suggest a therapeutic test. 


EcTHYMA FOLLOWING VARICELLA. Presented by Dr. SHAFFER. 


W. N., a boy, aged 13, had had varicella five weeks previously, followed by 
a scattered pustular eruption of about four weeks’ duration. There was no 
history of medication. There were about twelve nodulopustular lesions about 
the elbows and on the back, from one-fourth to one inch (€.63 to 2.5 cm.) in 
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diameter. When first seen, five days before presentation, they had been pur- 
plish, and almost of granulomatous appearance, with marked infiltration and 
a central crust covering an ulceration filled with fluid pus. The lesions were 
undergoing rapid involution under dressings of potassium permanganate, 
ammoniated mercury and exposures to the ultraviolet ray. 


SusBacutEe Dermatitis (EczEMA) (?). Presented by Dr. SHAFFER. 


H. A., a salesman, aged 32, had first noticed a dermatitis on the dorsal 
surface of the toes of the left foot eighteen months previously. One month 
later it was noticed on the dorsa of the fingers of both hands. It had been 
present on the legs for one year. It had appeared on the face for the first time 
three months previously. He had had several business reverses which had 
made him very nervous for the past two years; otherwise his general heaith was 
good, and there were no gross signs of foci of infection. There were patches 
of chronic lichenified dermatitis on the legs; on the hands and face the condi- 
tion was more acute, with some active vesiculation, marked erythema and a 
papular dermatitis. There was a tendency to follicular hypertrophy, especially 
on the arms and legs, but no definite plugging. 


CoLLoip DEGENERATION OF THE SKIN. Presented by Dr. WILE. 


This case was presented at the October meeting, and has been reported in 


the Arcuives (15:361 [March] 1927). 


PAPULOSQUAMOUS SYPHILID. Presenieg:; by Dr. SHAFFER. 


C. C., aged 28, a Polish laborer, had had a penile sore about ten weeks 


previously. There was some induration present at this site. There was a 
generalized eruption of two weeks’ duration, of the papulosquamous type, 
without palmar involvement. The Wassermann reaction was strongly positive. 


XANTHOMA TUBEROSUM MULTIPLEX. Presented by Dr. VAN RHEE. 


M. S., an Italian woman, aged 60, had first noticed itching papules on the 
elbows and knees ten years previously. The lesions gradually enlarged, and the 
pruritus disappeared. They were painful on pressure. In April, 1924, they 
were excised. They reappeared, and were again removed surgically in Novem- 
ber, 1926. They again reappeared, and as presented were pinkish yellow. The 
cholesterin content of the blood was 260 mg. per hundred cubic centimeters. 


LICHEN SCROFULOSORUM. Presented by Dr. BEHN. 

W. B., a colored child, aged 5 years, had had the eruption for a year. It 
was not pruritic. The thighs, knees, trunk and arms were involved, the lesions 
being grouped conical papules, covered with scales. There were no signs of 
tuberculosis in the patient or family, and the Pirquet test was negative. 


ErYTHEMA ELEvATUM DiutTinuM. Presented by Dr. HASLey. 


I. M., aged 61, presented a brownish spot of three years’ duration, flat in 
the center and nodular about the edge. It had remained stationary in size for 
some time. There was some scaling. It was painless. 


H. J. Parkuurst, M.D., Reporter. 





Book Reviews 


PRACTICAL METHODS IN THE DIAGNOSIS AND TREATMENT OF VENEREAL DISEASES 
FOR PRACTITIONERS AND STUDENTS. By Davin Lees, F.R.C.S., Surgeon in 
Charge of Venereal Diseases, The Royal Infirmary, Edinburgh. Price, $5. 
Pp. 600. New York: William Wood & Company, 1927. 


The subject matter of this book is equally divided between syphilis and 
gonorrhea. Only the part on syphilis concerns us. The 300 pages devoted 
to this subject give orthodox facts. The ‘book is issued as one of “practical 
methods,” and that perhaps excuses the rather rule-of-thumb way in which 
the subject is considered. A good deal of attention is paid to practical details 
of diagnosis and treatment, but the practitioner or student who reads the book 
would hardly obtain the intelligent grounding in the principal facts of syphilis 
and of its treatment. One is surprised to find occasional recommendations of 
proprietary mixtures, such as “Fellow’s Syrup,” “Easton's Syrup” and “Sanitas,” 
which, it would seem, have no place in a scientific book. Occasionally there 


is also careless usage, such as “iodide of potash.” 
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Directory of Dermatologic Societies 


NATIONAL DERMATOLOGIC SOCIETIES * 
AMERICAN DERMATOLOGICAL ASSOCIATION 


Otto H. Foerster, President, Colby-Abbot Bldg., Milwaukee. 
C. Guy Lane, Secretary, 416 Marlborough St., Boston. 


SECTION ON DERMATOLOGY AND SYPHILOLOGY, SCIENTIFIC 
ASSEMBLY, AMERICAN MEDICAL ASSOCIATION 


Udo J. Wile, Chairman, Ann Arbor, Mich. 
William H. Guy, Secretary, Jenkins Arcade, Pittsburgh. 


CANADIAN DERMATOLOGICAL ASSOCIATION 


G. G. Campbell, President, 123 Crescent St., Montreal. 
J. F. Burgess, Secretary, Medical Arts Bldg., Montreal. 


LOCAL DERMATOLOGIC SOCIETIES 
ATLANTA DERMATOLOGICAL SOCIETY 


Charles A. Wilkins, President, Hurt Bldg., Atlanta, Ga. 
Jack W. Jones, Secretary, Atlanta National Bank Bldg., Atlanta, Ga. 


BALTIMORE AND WASHINGTON DERMATOLOGICAL SOCIETY 


J. W. Lord, President, 1101 N. Charles St., Baltimore. 
F. J. Eichenlaub, Secretary, The Farragut, Washington, D. C. 


BRONX DERMATOLOGICAL SOCIETY 


Louis Chargin, Chairman, 116 W. 87th St., New York. 
Raphael Breakstone, Secretary-Treasurer, 783 Beck St., New York. 


BROOKLYN DERMATOLOGICAL SOCIETY 


John Cooper Graham, President, 76 Hanson PI., Brooklyn. 
E. Almore Gauvain, Secretary-Treasurer, 47 Halsey St., Brooklyn. 


SECTION ON DERMATOLOGY AND _ SYPHILOLOGY, CALI- 
FORNIA MEDICAL ASSOCIATION 


Harry E. Alderson, Chairman, 490 Post St., San Francisco. 
Charles E. Schoff, Secretary, Farmers & Mechanics Bank Bldg., Sacramento. 


CHICAGO DERMATOLOGICAL SOCIETY 


F. E. Senear, President, 25 E. Washington St., Chicago. 
E. A. Oliver, Secretary, 25 E. Washington St., Chicago. 


* Secretaries of dermatologic societies are requested to furnish the informa- 
tion necessary for the editor to make this list complete and to keep it up-to-date 
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DIRECTORY 


CINCINNATI DERMATOLOGICAL SOCIETY 


August Ravogli, President, Doctors’ Bldg., Cincinnati. 
H. L. Claassen, Secretary, 4 W. 7th St., Cincinnati. 


CLEVELAND DERMATOLOGICAL SOCIETY 


C. G. LaRocco, President, Schofield Bldg., Cleveland. 
James R. Driver, Secretary, Hanna Bldg., Cleveland. 


DETROIT DERMATOLOGICAL SOCIETY 


Rollin H. Stevens, President, 1429 David Whitney Bldg., Detroit. 
Ralph A. Perkins, Secretary, 276 Erskine St., Detroit. 


DERMATOLOGIC SECTION, LOS ANGELES COUNTY MEDICAL 
ASSOCIATION 


Irwin C. Sutton, Chairman, Taft Bldg., Hollywood. 
George Koetter, Secretary, 1136 W. 6th St., Los Angeles. 


LOUISIANA DERMATOLOGICAL SOCIETY 


Henry E. Menage, President, 124 Baronne St., New Orleans. 
Thomas A. Maxwell, Secretary, 1119 Union Indemnity Bldg., New Orleans. 


MANHATTAN DERMATOLOGICAL SOCIETY 


Joseph Jordan Eller, Chairman, 100 W. 59th St., New York. 
David L. Satenstein, Secretary, 116 W. 58th St., New York. 


MINNESOTA DERMATOLOGICAL SOCIETY 
Henry E. Michelson, President, Donaldson Bldg., Minneapolis. 
D. D. Turnacliff, Secretary, Yeates Bldg., Minneapolis. 


NEW ENGLAND DERMATOLOGICAL SOCIETY 


C. Guy Lane, President, 416 Marlborough St., Boston. 
Arthur M. Greenwood, Secretary, 416 Marlborough St., Boston. 


NEW YORK ACADEMY OF MEDICINE, SECTION ON DERMA- 
TOLOGY AND SYPHILIS 


Edward R. Maloney, Chairman, 853 7th Ave., New York. 
Joseph Jordan Eller, Secretary, 100 W. 59th St., New York. 


NEW YORK DERMATOLOGICAL SOCIETY 


John E. Lane, President, 59 College St., New Haven, Conn. 
Paul E. Bechet, Secretary, 30 E. 40th St.. New York. 


MEDICAL SOCIETY OF THE STATE OF NEW YORK, SECTION 
ON DERMATOLOGY AND SYPHILOLOGY 


Howard Fox, Chairman, 144 E. 59th St., New York. 
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PHILADELPHIA DERMATOLOGICAL SOCIETY 


Rose Huschler, President, 1831 Chestnut St., Philadelphia. 
Carroll S. Wright, Secretary, 1402 Spruce St., Philadelphia. 


PITTSBURGH DERMATOLOGICAL SOCIETY 


Frederick M. Jacob, President, Jenkins Arcade, Pittsburgh. 
Lawrence G. Beinhauer, Secretary, Jenkins Arcade, Pittsburgh. 


ST. LOUIS DERMATOLOGICAL SOCIETY 


Robert H. Davis, President, Missouri Bldg., St. Louis. 
Norman Tobias, Secretary, Missouri Bldg., St. Louis. 


SAN FRANCISCO DERMATOLOGICAL SOCIETY 


George D. Culver, President, 323 Geary St., San Francisco. 
Norman Epstein, Secretary-Treasurer, Fitzhugh Bldg., San Francisco. 





